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THE DIAGNOSIS OF ACUTE 
| RIGHT-SIDED ABDOMINAL 
; PAIN. 

By CHARLES A. PANNET, M.D., F.R.C.S., 
Supernumerary Out-Patient Surgeon, St. Mary’s Hospital. 

Assistant Surgeon, Royal Free Hospital, 
i Captain, R.A.M.C.T. 

1 The determination of the origin of pain in the 
| fight side of the abdomen often proves to be a 
j problem fraught with many difficulties. On the 
[ right side of the body are situated three structures 
I —the gall-bladder, appendix, and kidney—which 
commonly become diseased. Add to these the 
Fallopian tube and ovary in the female, the lower 
j mesenteric glands, duodenum and caecum in both 
sexes (all organs whose function frequently 
becomes disordered), and bearing in mind that pain 
in the abdomen may be symptomatic of affections 
of such distant parts as the thorax and spine, and 
it will be appreciated that the discrimination of the 
one offending structure may call for our acutest 
powers of perception and the nicest balanced 
j judgment. The elements upon which our 
| reason is to be based in coming to a decision are 
known, and the principles of adjudication are best 
illustrated by clinical accounts of actual cases. 
But it is not easy to attach the proper amount of 
weight to each piece of evidence, nor to avoid 
unduly accentuating or minimising the importance 
j of some particular feature of the case. 

I 

| 1. Right-sided Abdominal Pain of Thoracic 
Origin simulating Intra-abdominal 
Disease. 

A woman came into hospital with acute pain in 
the right hypochondriac and lumbar regions. She 
had vomited after the ‘onset of the pain. Her 
abdomen was rigid, slightly on the left side, much 
more so on the right, especially in the upper part. 

1 

* 
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There was tenderness over the right upper quadrant. 
The temperature was ioi°F., pulse 112, respiration 
32. There were no signs of disease at the base of 
the right lung. 

I made a mistake over this case, diagnosed 
acute cholecystitis, and performed a laparotomy, 
only to find the abdominal organs normal. Within 
48 hours signs of pneumonia at the base of the 
right lung revealed themselves. There is no 
doubt that consolidation of the phrenic surface of 
the lung, accompanied by pleurisy of the floor of 
the thoracic cavity, was the cause of the abdominal 
symptoms. 

This case presented particular difficulties in 
diagnosis, for thoracic physical signs were absent, 
and vomiting, which is unusual in adults in such 
conditions, was present. Before discussing the 
points upon which stress should be laid it is well 
to describe a more usual type of case. 

A boy, aet. 10 years, was sent into hospital in the 
belief that he was suffering from acute appendicitis. 
His illness had begun 3 days previously with pain 
u across the stomach ” followed by one or two acts 
of vomiting. The pain had increased in severity, 
though the vomiting had not been repeated until 
the morning of admission. The bowels were 
constipated. Temperature io2°F., pulse 118, 
respiration 28. One and a half hours later the 
temperature had risen to 104-2° F., the pulse to 
140, the respiration to 32. The whole of the 
right rectus was rigid. The pain was referred to 
the right of the umbilicus. The tenderness was 
most demonstrable here, but there was also 
slighter tenderness a little mesial to McBumey’s 
point. There was no tenderness of the recto¬ 
vesical pouch felt from the rectum, nor was there 
tenderness in the renal angle behind. The urine 
was clear and contained no abnormal constituents. 
A pleural rub was heard over the right lower 
lateral thoracic wall. 

The routine examination sufficed to detect the 
nature of the malady in this patient, though it is 
evident that such subjects, presented to the surgeon 
with a diagnosis made, and all preparations for an 
immediate laparotomy completed, must be 
approached with a critical mind if one is to escape 
the error related above. And the fact may be 
recorded here that I have heard a very definite rub 
over the left lower thoracic wall where the stomach 
had perforated, the rub obviously taking place 


between the under surface of the incompletely 
immobilised diaphragm and the stomach walL 
However, the signs of a visceral perforation were 
so distinct that no stress could be laid upon the 
presence of the rub. 

Let us consider more intimately, how, when- 
there is right-sided abdominal pain, we may decide 
whether we are dealing with an intra- or extra¬ 
abdominal lesion. The pain in the instances cited 
was (1) due to irritation of the intercostal nerves 
(in the first case the eighth, ninth, and tenth, in 
the second case the ninth to twelfth) as they passed 
through the diaphragm, and (2) was in part a 
referred pain. It was Head who explained how k 
is that, when an internal organ is affected, pain 
may be referred to some peripheral region of the 
body. The internal organs are supplied mostly 
from the sympathetic, but also in many cases from 
the vagus. Now the number of sensory fibres 
going to the viscera is very small. These fibres, 
which originate in the posterior spinal root ganglia 
and reach the sympathetic by the rami communi- 
cantes, amount to only 2 per cent, of the sensory 
fibres proceeding from the ganglia; in qther words r 
as Langley has pointed out, the total number 
of sensory fibres going to the viscera is equal ta 
the number of sensory fibres in a single posterior 
root. Each organ, therefore, receives some 
sensory fibres, and these fibres come from certain 
definite roots. When they are stimulated, 

impulses are set up in the other nerve fibres 
comprising the root, pain being referred to the 
much more sensitive, because much more richly 
neurotised, peripheral distribution areas of these 
nerves. The exact mechanism of the excitation of 
neighbouring fibres is not accurately known, ahd 
is relatively unimportant for practical purposes* 
provided the fact of their excitation is recognised- 
Each organ has, therefore, certain root zones 
corresponding to it where pain may be felt when 
j the organ is diseased. Thus the stomach 
corresponds to the seventh, eighth, ninth, and 
tenth dorsal segments, but especially to the 
seventh ; the appendix corresponds to the eleventh 
and twelfth, but especially to the eleventh; the 
kidney to the tenth, eleventh and twelfth dorsal 
and the first lumbar segments. Further, in these 
zones there are areas which are tender to palpation 
in disease of the corresponding viscera. Thus it 
j comes about that lesions of the right lung have 
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t>een frequently mistaken for appendicitis. But 
how are we to differentiate between a thoracic and 
an abdominal lesion ? The differentiation is made 
by paying attention to the following facts: 

(1) The tenderness, when the condition is 
thoracic in origin, is a superficial tenderness, and 
is not increased by firm pressure. When there is 
a definite visceral lesion which has involved the 
peritoneal coat—and in all lesions serious enough 
to demand operation immediately thfcre is peri¬ 
toneal invasion—tenderness increases as pressure 
is made firmer. Moreover, the tenderness of a 
"visceral abdominal lesion remains definitely fixed 
in one locality ; referred tenderness exhibits a 
certain fugitiveness: it lacks constancy both in 
position and acuity. The character of the ten¬ 
derness I regard as the most reliable, almost deci¬ 
sive, differential facter of all. 

(2) The information gained by making a rectal 
examination weighs very heavily in my judgment 
in such cases. Into the recto-vesical pouch drains 
by gravity any peritoneal exudate, and the peri¬ 
toneum, which in this cul-de-sac is separated from , 
the finger by only the thin rectal wall, is nearly 1 
always inflamed by the irritating fluid. Tender- ! 
•ness on rectal examination means intra-abdominal 
mischief. 

(3) The rigidity is said to relax at the end of 
•expiration for a moment (Barnard), but I have not 


found this easy to appreciate, nor a valuable 
test. 

(4) The abdominal reflexes are more active 
when the pain is referred; but this, too, is not 
constant. 

(5) There are usually signs of the thoracic 
affection. 

In the first case quoted the lung signs were not 
detectable so early, and vomiting, which is said by 
some not to occur in thoracic cases, was present. 
But when we reflect that the lung is supplied by 
abundant branches from the vagus, that vomiting 
should occur is not surprising. 

(2) Right-sided Abdominal Pain of Renal 
Origin simulating Appendicular Disease. 

A woman was admitted one evening who had 
been suffering from pain in the right lower quadrant 
of the abdomen for 10 days. The pain did 
not radiate. There were no urinary symptoms. 
Vomiting had occurred after the onset of the pain. 
The bowels had acted regularly. There was 
tenderness and rigidity in the right iliac fossa, 
where a rounded tumour was felt. The pulse was 
100, temperature ioo° F. I was doubtful of the dia¬ 
gnosis of appendicular abscess, so cystoscoped her 
under ansethesia. 

The bladder was normal in appearance, and a 



IFig. I.—The pelvis of the kidney is low-lying, the lowest calyx being situated in the iliac fossa. The 
calices are much dilated with rounded (not bifid) extremities. Hydronephrosis. 
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catheter, introduced into the right ureter, drew off 
urine which was quite clear. After a few drops 
only (and here the greatest mistake was made), 
had drained away, I decided to do laparotomy. 

The appendix was normal, and no abdominal 
lesion was discovered. The tumour ' was an 
enlarged low-lying kidney. 

Fig. i shows a pyeloradiograph of the kidney 
taken 14 days later. The pelvis of the kidney and 
the calices are clearly marked out by the collargol, 
and the low position of the organ with reference to 
the crest of the ilium is seen. There is a well- 
marked hydronephrosis, and at the operation sub¬ 
sequently the obstruction was found to be due to an 
abnormal artery constricting the ureter. 

Another somewhat similar case was admitted, 
with pain on the right side of the abdomen which 
had begun 10 days before. Vomiting had occurred 
for 2 days. There was some pain on micturition. 
Similar attacks had occurred during the previous 8 
months. The case was supposed to be one of 
appendicitis. On examination, there was rigidity 
of the right rectus and some tenderness over the 
right iliac fossa, but the most tender place was the 
renal angle behind. The kidney was felt distinctly, 
and apparently enlarged. The urine contained a 
small amount of pus. Cystoscopy revealed a cystitis 
on the right side of the base of the bladder round 
the ureteric orifice. Pyelitis was diagnosed and no 
operation performed. 


Fig. 2 shows a pyeloradiograph made a few days* 
later. There is an early hydronephrosis. 

In the diagnosis of such cases the site of the 
great tenderness is of much importance. Deep¬ 
tenderness at or near McBurney’s point usually 
means that the appendix is at fault: deep tender¬ 
ness in the renal angle between the twelfth rib 
and the outer margin of the quadratus lumborunr 
points to the kidney. But it is not always as 
simple as this. A right ureteric calculus situated 
at the brim of the pelvis may simulate very closely 
acute appendicitis, especially as the temperature 
may be raised and the urinary symptoms be very 
unobtrusive. In one such case, although from 
the situation of the deep tenderness, rigidity, 
vomiting, temperature, and the absence of urinary 
symptoms, appendicitis seemed a very probable 
diagnosis, I was able, by searching for Head’s areas 
of hypercesthesia, to recognise the condition. For 
the man had notable hyperaesthesia of the right 
side of his scrotum—an area corresponding to the 
kidney—and further, an examination of the urine 
showed a few red corpuscles in it. 

(3) Right-sided Abdominal Pain of Appendi¬ 
cular Origin simulating a Renal Affec¬ 
tion. 

Sometimes the opposite mistake is made : an. 
attack of appendicitis is taken for renal colic. 

A man came over from India on leave. He 



Fig. 2.—Shows distension of pelvis, disappearance of indentations at extremities 
of the calices and diminution of the uretero-pelvic angle. 
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had had a number of attacks of right-sided ab¬ 
dominal pain, accompanied by irritability of the 
bladder, which attacks had been attributed to stone 
in the kidney. I had him radiographed, and the 
report came back, “ stone in the pelvic ureter.” 
To confirm this I cystoscoped him, passed an 
opaque ureteric catheter, and had another radio¬ 



graph taken. Fig. 3 shows the segmented opaque 
catheter lying at some distance from the shadow, 
which was now obviously a phlebolith. A laparo¬ 
tomy showed his appendix to be surrounded by 
adhesions, and fixed to the right ureter, thus 
accounting for the increased frequency of micturi¬ 
tion. 


Fig. 3.—On the left side of the figure are seen three opaque segments of the ureteric catheter. 
To the outer side of the middle one is seen the supposed ureteric calculus. 



Fig. 4. 
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(4) Right-sided Abdominal Pain of Renal 
Origin simulating Gall-stone Disease. 

A woman, aet. 39 years, had had several acute 
attacks of pain in the right side of the abdomen. 
In April, 1914, one was particularly serious. It 
began in the epigastrium, radiated to the left 
hypochondrium, and then to the right iliac fossa. 
Vomiting occurred. She had never been jaun¬ 
diced, and there was no alteration in the act of 
micturition. Menstruation was quite regular. A 
surgeon saw her, and found the right upper rectus 
rigid, and an ill-defined tumour beneath it. Some 
days later the gall-bladder was opened^ Some gall¬ 
stones were found in it, and it was removed. But 
an explanation of the tumour felt before operation 
was not arrived at She continued to have exactly 
similar attacks affecting the right side of the 
abdomen, accompanied by vomiting, but with no 
micturition trouble. During one of these attacks 
she entered hospital to be under observation, and 
it is recorded that there was “an ill-defined fulness 
beneath, and external to, the old operation scar.” 
The attack passed off and she went home, but she 
had a recurrence of the pain. In January, 1916 ,1 
had the good fortune to see her in the height of 
one of the attacks, when it was perfectly clear, 
without further examination, that she was suffering 
from acute hydronephrosis, for a definite renal 
tumour was present on the right side, and had 
apparently come into being during the previous 
night. Cystoscopy gave no clear confirmatory 
evidence, but a skiagram, after injecting the renal 
pelvis, showed (see Fig. 4) a large dilatation. At 
the subsequent operation the hydronephrosis was 
found to be dependent upon a stricture of the 
upper end of the ureter. She has been free from 
attacks since the nephrectomy was performed. 

These last two examples demonstrate very clearly 
the decisive assistance which is frequently to be 
gained by a cystoscopic examination, especially by 
the use of the ureteral catheter and the injection 
of collargol into the pelvis of the kidney to demon¬ 
strate its outline. Some surgeons have regarded 
the last operation as a needlessly complicated, and 
even dangerous, diagnostic method. It is trouble¬ 
some only in so far as the simultaneous co-opera¬ 
tion of the surgeon and the radiographer is neces¬ 
sary, and that the cystoscopic examination must 
be performed in the radiographer’s room or its 
vicinity. Accidents have occurred, but very few 


when proper precautions have been taken. I have 
never seen the slightest harm result, and it is to 
be borne in mind that some kidney lesions, such 
as beginning hydronephrosis, can be diagnosed in 
no other way sufficiently early for the preservation 
of a functionally useful kidney. 

(5) Right-sided Abdominal Pain of Gall¬ 
bladder Origin simulating Disease of 
a High-placed Appendix. 

Acute cholecystitis may present difficulties in 
diagnosis. Here, again, there is right-sided rigidity, 
pain, and vomiting, with rise of temperature 
—an attack which simulates closely acute appen¬ 
dicitis. The deep tenderness, however, is high 
up, somewhere on a line between the tip of 
the ninth costal cartilage and the umbilicus 
(Mayo Robson’s point). A high appendix when 
inflamed will give rise to tenderness in identically 
the same place. We may derive help if the gall¬ 
bladder pain is referred to the right shoulder region 
through the phrenic, or to the back. There may 
also be an area of hyperaesthesia to the right of the 
tenth or eleventh dorsak spines. If the distended 
gall-bladder be felt it may not be always easy to 
distinguish it from an enlarged and tender kidney, 
or the matting round an inflamed retro-colic 
appendix. 

An old lady, set. 88 years, had pain in the right 
side of the abdomen and in the back 24 hours 
before admission. There had been nausea, but 
no vomiting. The bowels had acted. There had 
been no indigestion nor jaundice. The abdominal 
muscles were very thin and feeble, so rigidity was 
wanting. A rounded tender tumour was felt to 
the right of and above the umbilicus. It could 
be pushed up easily from the loin, but was not 
very distinctly felt here. It was not continuous 
with the liver, and was resonant to percussion. 
Pulse, 98 ; temperature ioo°F. There was no deep 
tenderness in the loin. The tumour felt like a 
gall-bladder, but the resonance in front made me 
doubt if it could be. Cystoscopic examination 
showed that a catheter could be easily passed from 
the normal bladder (except for a diverticulum to 
the right of the ureteric mouth) up to the kidney 
pelvis, and that the kidney was discharging clear 
urine in intermittent jets. An anaesthetic was 
then given and the abdomen opened. The gall¬ 
bladder was found distended and surrounded with 
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adhesions. The omentum had been pulled up¬ 
wards, dragging the transverse colon in front of 
the gall-bladder ; thus was the resonance accounted 
for. The gall-bladder was acutely inflamed and 
filled with pus.* 

(6) Right-sided Abdominal Pain of Tubal 

Origin simulating Appendicitis. 

Very frequently indeed we are puzzled to make 
a diagnosis between appendicitis and salpingitis on 
the right side, the more so when the attack is 
acute. The difficulty is so common that it is 
unnecessary to cite particular cases. It is to be 
remembered that the ovary derives its nerve 
supply from the higher abdominal sympathetic 
ganglia, and so pain may be referred to the zone 
of the tenth dorsal segment, an area of tenderness 
being situated to the right of the umbilicus, while 
appendicitis is often associated with severe dys- 
menorrhnea. 

In the acute cases the pelvic examination does 
not help so much because the appendix may be 
situated in the pelvis or an abscess be present 
there. As a general rule, however, deep tender¬ 
ness in salpingitis is lower in position than in 
appendicitis and apt to be bilateral, whilst abdo¬ 
minal rigidity is usually less marked than in 
appendiceal lesions. Even so we are often left 
in doubt that is only cleared up by a median 
subumbilical laparotomy. 

(7) Pain Resulting from a Perforation of 
the Duodenum simulating Acute Appen¬ 
dicitis. 

This also is quite a common occurrence. The 
pain of the perforation begins in the epigastrium, 
and then spreads to the right iliac fossa—a sequence 
exactly similar to that which takes place in acute 
appendicitis. On examination, too, there is exqui¬ 
site tenderness over the right iliac fossa. The 
explanation of this mimesis is simple. The irri¬ 
tating gastric fluids escaping from the hole in the 
duodenum are directed downwards over the hepatic 
flexure of the colon, and along the outer side of 
the ascending colon towards the right iliac fossa, 
and from thence to the recto-vesical pouch. The 


greatest degrees of peritonitis are thus (1) around 
the ulcer, (2) in the right iliac fossa, (3) in the 
recto-vesical pouch. The formation of a correct 
diagnosis is not usually difficult if we pay proper 
attention to the following points: 

(1) The extreme rigidity, prostration, and other 
signs of severe peritonitis come on within a few 
hours of the beginning of the attack when an 
ulcer has perforated, whereas such signs in appendi¬ 
citis usually do not become evident until after 
2 or 3 days. 

(2) In appendicitis the maximum tenderness is 
in the right iliac fossa; in perforated duodenal ulcer 
there is equal tenderness also in the epigastrium. 

(3) The tenderness of the recto-vesical pouch 
is usually more acute when a duodenal ulcer has 
perforated than in appendicitis. 

Yet there is in a few cases still some doubt 
remaining which is only set aside by laparotopay. 
A history of indigestion very seldom gives much 
help. 

December 28 th, 1916. 


Abscess at the Base of the Tongue causing 
(Edema of the Glottis and Sudden Death.— 

A fruit hawker, aet. about 65 years, suddenly fell 
down in the street and expired almost immediately. 
He was brought to Guy’s Hospital dead. There 
was nothing at the time to indicate the cause of 
death, and the only history was that he had been 
suffering from a sore throat for a few days, and 
had been taking chlorate of potash tablets. 

The necropsy showed evidence of bronchitis, 
the larynx was very cedematous, and there was a 
soft, round nodule at the base of the tongue in 
front of the epiglottis under the mucous mem¬ 
brane. The other organs were apparently normal. 
The nodule was found to contain pus which was 
sufficient to cause the oedema of the larynx. Con¬ 
sidering the suddenness of the death, it is interest¬ 
ing that the patient complained of nothing more 
than sore throat. He was well enough to carry 
on his trade as a hawker, apparently suffering no 
-dyspnoea or dysphagia.— Guy's Hospital Gazette, 
p. a88. 


* Quite recently I have seen an exactly similar case, but 
in the light of the above experience I was able to make a 
correct diagnosis before operation. 
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, A LECTURE 

ON 

FEVER WITHOUT PHYSICAL 
SIGNS IN CHILDHOOD. 

By ROBERT HUTCHISON M.D., F.R.C.P., 
Physician to the London Hospital, and to the Hospital 
for Sick Children, Great Ormond Street. 


Gentlemen, —In the present lecture I propose to 
deal with a group of cases which, judging from the 
frequency with which one sees them in consulta¬ 
tion, are very common, and which often give rise 
to great difficulty in diagnosis. I refer to cases in 
which a child exhibits a rise of temperature but 
without any definite physical signs of disease— 
cases of pyrexia et prceterea nihil\ 

Now I need hardly point out that in any case 
of fever the diagnosis may be in doubt during the 
first two or three days, but the cases I shall speak 
of to-day are those in which the temperature has 
run on for a week or more and still there is nothing 
to show the cause of it. Such cases are apt to be 
labelled “ influenza,” but I would warn you against 
such a facile diagnosis. In the first place influenza 
is not really common in young children, and you 
should be particularly guarded in diagnosing it 
unless the disease is prevailing as an epidemic at 
the .time. In the second place uncomplicated 
influenza does not last for more than a week, and 
if complications appear physical signs appear also. 
To pronounce a case of fever of obscure causation 
to be “influenza” may satisfy parents who are 
clamouring for a diagnosis, but do not: allow it to 
deceive yourself or to shut your mind to other and 
more likely possibilities. 

Having put aside, then, the temptation to dia¬ 
gnose “influenza” and have done with it, you must 
next proceed to arrive at the cause of the fever by 
a patient process of elimination. And first you 
have to ask yourself—Is the case one of general 
infection ? The exanthemata are, of course, excluded 
,by the absence of a rash, which would have appeared 
long before a week had elapsed, and there remain 
for consideration : 

Typhoid or Para typhoid Fever . 

Infection with an organism of the typhoid group 
is common even in early childhood, and as it may 


appear in the most unaccountable way and begin 
with any degree of suddenness, is always to be 
thought of as a possibility. You must not suppose 
that the classical signs and symptoms of the disease 
—diarrhoea, enlarged spleen, spots, etc., are always 
present. In children, even more than in adults, 
they may be entirely absent, as happened in the 
following case: 

A girl, set. 8 years, began to be ill with vague 
pains in the legs two weeks previously, and had had 
continuous irregular fever since, sometimes going 
as high as 103° F. She had always been delicate, 
and there was a strong family history of tuberculosis. 

She was a hectic-looking child, poorly nourished, 
with long eyelashes and a flushed face. The spleen 
was not enlarged, there were no spots, the urine 
was normal, and the examination of all the organs 
negative. Tuberculosis was strongly suspected, but 
it was thought advisable to do a Widal test, and 
this was found to be strongly positive. 

Another reason why typhoid and para-typhoid 
fever are apt to be overlooked in childhood is that 
they often run a very mild course and may not 
cause the patient to appear seriously ill at all. It 
is important, therefore, to have your mind always 
open to the possibility of typhoid, and to have the 
proper bacteriological tests applied as soon as you 
can. Pending the carrying out of these there are 
some indications which may strengthen your sus¬ 
picions of a typhoid infection. Among these are 
dulness and apathy on the part of the patient, as 
opposed to the irritability which is usual in tuber¬ 
culosis. 

Headache is common if the child is old 
enough to complain of it, but, on the other hand, 
it is also common in tuberculous meningitis. The 
abdomen in typhoid tends to be full and distended, 
whereas in general tuberculosis it is often retracted. 
Above all, a pulse-rate which is low in proportion 
to the temperature is characteristic in typhoid, 
j especially as opposed to tuberculosis. When all 
is said and done, however, the final test is the 
bacteriological one—a positive agglutination re¬ 
action and the appearance of the organism in the 
stools. The absence of a leucocytosis may also 
help in some cases. 

Tuberculosis . 

The possibility of tuberculosis will probably give 
you more anxiety than anything else when you are 
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in charge of a case of fever of unknown cause. 
Unfortunately also it is a condition which is 
extremely difficult to exclude, as we have no 
absolutely trustworthy test for it. This is the 
more to be regretted as general tuberculosis is 
almost the only cause of fever without physical 
signs in childhood which has a bad prognosis, and 
one would be glad to allay the anxiety of parents 
on the subject at the earliest moment. Unfortu¬ 
nately that is impossible, and you will often be 
forced to “hedge” on the tuberculosis question, 
saying “the cause of the fever is so and so, or 
possibly tuberculosis,” and leaving to time to settle 
the matter. This I would say for your comfort, 
that tuberculosis is in these cases of obscure fever 
to some extent a bogey. It is far oftener suspected 
and dreaded than actually present, and though it is 
often impossible to be sure that it is absent, yet the 
other causes of obscure fever are so much more 
numerous than tuberculosis (common though it 
be) that you may always cherish the hope that the 
case will end favourably. 

I have dealt so fully with the diagnosis of tuber¬ 
culosis in another lecture that I need say nothing 
more about it here except to remind you that the 
appearance of the child is often suggestive, that 
irritability and fretfulness are usually pronounced, 
that rapid loss of weight and a pulse which is quite 
out of proportion to the temperature are very 
suspicious, and that the superficial lymph glands, 
especially perhaps on the inner wall of the right 
axilla, may be palpable. The limitations and uses 
of the tuberculin test I have discussed with you 
before. The diagnostic problems presented by 
tuberculosis are illustrated by the following cases : 

A girl, aet. 5 years, was seen in March. Since 
the previous August she had been subject to slight 
feverish attacks of short duration, but for the last 
two weeks the temperature had gone up to 102° F. 
or 103° F. every evening, otherwise she had been 
fairly well, although rather limp when the tempera¬ 
ture was up. 

She looked rather tuberculous, but was not irri¬ 
table, and there were no physical signs except that 
the spleen was just palpable. There was a slight 
polynuclear leucocytosis; Widal negative. The 
temperature continued high, and after a time a 
lump appeared in the right iliac fossa. Operation 
showed an inflamed appendix and some tuber¬ 
culous glands. She went to the seaside to con¬ 


valesce, but tuberculous meningitis supervened and 
she died about nine weeks after she was first seen. 

A girl, aet. 3 years, had been ill about two weeks* 
the onset being gradual, with fretfulness and rise 
of temperature. High intermittent fever since. 
The child had always been healthy but rather 
“ nervous ” and inclined to constipation. The 
family history showed no tuberculous tendency; 
and the child lived a healthy life in the country. 

Physical examination was difficult owing to 
extreme irritability, but no signs of local disease 
were detected. A Widal reaction was negative arid 
the urine sterile. 

The case was believed to be one of infection 
from the bowel, and .intestinal irrigation was carried 
out. The temperature then gradually fell, but ten 
days later rose again, and the child vomited and 
became drowsy, with twitching of the limbs on the 
left side. Lumbar puncture was performed and 
tubercle bacilli found in the puncture fluid. Death 
followed in a few days. 

Bacillus coli Infections . 

Infection by the Bacillus coli is not uncommon 
in early childhood, and may easily give rise to 
fever the cause of which is not obvious at fi*st 
sight. The stress of the infection is specially apt 
to fall upon the genito-urinary system— B. coli 
pyelitis and cystitis—and in little babies this may 
be the cause of prolonged and high fever, often 
attended by rigors and without gross physical 
signs. As I have already described such cases 
and pointed out to you how they are to be 
recognised, I shall say nothing more about them 
now. ^ Apart from infection of the urinary tract, it 
would appear that sometimes one meets with a 
general infection by the B . coli, comparable to 
infection with the B . typhosus . Cases like the 
following, for instance, are not, I think, very 
uncommon : 

A girl, aet. 4 years, had been ill for two weeks, 
with a fairly continuous temperature of 102° F. 
She was very irritable and kept the legs drawn up 
The tongue was dry and brown in the centre, thi 
spleen just reached the costal margin; she was 
constipated and the motions offensive, but other* 
wise there was nothing to make out. The Widal 
test was negative; the urine contained a few 
“ coliform ” bacilli. Shortly afterwards the tern* 
perature fell to normal, and she got quite well. 
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There were here no signs of inflammation being 
set up in the urinary tract. The B . coli seemed to 
be simply escaping by the kidney. 

Other Infections . 

Infection with pyogenic organisms—so-called 
cryptogenetic septicaemia — is not common in 
children, but sometimes occurs within the first few 
days of life. In the form of septic endocarditis 
it may occur in later childhood when the heart 
valves have already been damaged by a rheumatic 
attack, or where there is a congenital valve de¬ 
formity. In any child with a heart lesion who 
runs an apparently causeless temperature, septic 
endocarditis is to be thought of. Anything which 
gives streptococci the chance of entering the 
circulation may start it. Thus I have known it 
follow an attack of follicular tonsillitis in children 
who were already the subject of mitral disease of 
some years’ standing, and more than once I have 
seen it supervene upon an attack of appendicitis 
in similar circumstances. The co-existence of 
an obscure fever with heart murmurs will always 
arouse your suspicions in such cases, and the 
diagnosis will be clinched by the cultivation of 
pyogenic organisms from the blood. 

Rheumatic infection is, of course, extremely 
common in childhood, but it is not a frequent 
cause of obscure temperature, because as a rule 
arthritis advertises the nature of the trouble. 
Occasionally, however, the joints may not be 
affected, or not, at least, until the fever has lasted 
for some time. In the following case we seemed 
to be dealing with a mild' rheumatic infection, 
although the signs were never pronounced : 

A girl, aet. 9 years, had a “ rheumatic attack ” 
about a year ago, but the heart was unaffected. 
Ever since then the temperature had gone up to 
99 0 or ioo°F. in the evening. She had led an 
ordinary life, but had occasionally complained of 
a little headache or sore throat or pains in the 
joints, and had often been very irritable and peevish. 
Tuberculosis had been suspected. She looked a 
healthy child, and physical examination was 
entirely negative except that the tonsils were 
slightly enlarged. The bowels were natural and 
regular. 

She continued to have the temperature, with 
occasional joint pains and headaches, for about 
two years, when she suffered from a slight attack 


of chorea, with pains in the ankles. Shortly after 
this the tonsils were removed, and since then she 
has kept very well, and the temperature has been 
normal. 

In such obscure eases of rheumatism I have 
known the occurrence of typical sour perspiration 
lead to a correct diagnosis 'of the cause of the 
fever. 

Closely allied to rheumatism is erythema 
nodosum, and this also is sometimes a cause of 
fever which may be difficult to diagnose at first. 
I recall, for instance, the case of a little boy, the 
child of a medical man, who had been running a 
considerable temperature for more than a week, 
for which there was no obvious cause. I could 
find nothing on ordinary physical examination, and 
had almost concluded that his case'was one in 
which physical signs were absent, when it occurred 
to me to look at the legs. There on the shins 
were some typical blotches which revealed the 
nature of the disease; they had not been present 
a few hours before. 

Last, among general infections one should 
mention malaria, which should always be thought 
of as a possible cause of obscure fever in children 
who are living in, or who have recently come 
from, a malarious district. The presence of the 
parasite in the blood and the immediate fall of 
the temperature after giving quinine are here the 
diagnostic points. 

Pneumonia . 

It might be supposed that pneumonia could 
hardly be overlooked as a cause of fever, and yet 
in my experience it frequently is, mainly because 
| the physical signs are often so slight. This may 
! be due either to the patch of consolidation being 
; very small or to its being situated very deep down 
in the lung. Apex pneumonias are those which 
are most apt to deceive. The patch in such a 
case is often very small and may be situated just 
below the clavicle. The secret of its detection is 
light percussion ; heavy percussers are prone to 
pass it by. In addition to this, it is well to re¬ 
member that the temperature in pneumonia is 
more often very high (io3°F. or more) than not, 
and the rapid respiration, and the characteristic 
“ grunt ” which often attends it, will help to guide 
one aright. At all events pneumonia, and 
especially an apical pneumonia, should always 
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be thought of in cases of high temperature which 
have lasted some days without there being any 
obvious physical signs. 

Blood Diseases . 

Amongst the rarer causes of obscure fever in 
childhood must be mentioned acute leukaemia. 
Although physical signs are usually present fairly 
early in such cases, yet the rise of-temperature 
may be the first thing noticed, and it may be 
present for some days before anything else is 
detected. The following are illustrative cases : 

A boy, aet. 11 years, became ill two days after 
exposure to a strong sun whilst playing cricket. 
When I saw him his temperature had been 
irregularly high for two weeks, and he felt ill 
but there had been no other symptoms except 
nose-bleeding on two occasions. There was 
nothing very striking on physical examination 
except that the liver was somewhat enlarged and 
the spleen palpable. The superficial lymph glands 
were also slightly increased in size. A Widal test 
gave a negative result. The white cells numbered 
8000 per c.n*m., but of these 82 per cent . were 
mononuclears . The subsequent progress of the 
case showed that it was one of acute myeloid 
leukaemia. 

A boy, aet. 4^ years, had looked “ seedy ” for 
some time and complained of being tired. A week 
ago he took to bed and was found to have a tem¬ 
perature which had gone up to ioi° F. every night 
since. There had been no local symptoms, but 
he had passed “ jelly” lately. He was a pale, 
anaemic child, with a furred tongue, but did not 
appear seriously ill. The superficial lymph glands 
were everywhere palpable, but the spieen was not 
enlarged, and there was nothing else to be made 
out anywhere. A blood examination, however, 
showed 25,000 white cells per c.mm., and 
98 per cent, of these were small lymphocytes. 
He died a few weeks later. 

Fortunately acute leukaemia is a rare disease, 
and although it is well to bear the possibility of it 
in mind, you will not often have to diagnose it. 

Fever of Alimentary Origin 

We come now to a group of cases which are 
comparatively common and in which the cause 
of the fever is in the alimentary system, using that 
tern* it* its widest sense, First amongst these 


must be placed cases in which simple constipation 
appears to cause a rise of temperature. In some 
children this seems to happen rather easily, but 
the fever in such cases is rarely of long duration, 
and a dose oT calomel soon brings it down. In 
a few instances, however, the pyrexia is more 
sustained and only yields to irrigation of the colon, 
as happened in the following case : 

A girl, aet. 8 years, had been feverish for 8 weeks, 
the temperature rising in the evening sometimes to 
as high as io4°F. Except that she was languid 
when the temperature was up she seemed otherwise 
well. No physical signs were discovered and blood 
examination was negative, but tuberculosis was 
suspected. Seen again 5 months later, temperature 
had continued as before. Spleen now just palp¬ 
able : well-marked splash over the transverse colon ; 
rather constipated, and motions often pale and 
offensive. Was now treated by irrigation of the 
colon and within 3 weeks temperature fell to 
normal and she has remained well since. 

In other cases of this group the fever is 
recurrent '. In slich children a rise of temperature 
occurs every few weeks or months, lasts a week or 
more and then subsides. In addition to the fever 
there is constipation, and the stools are often pale 
but the child does not seem otherwise very ill as a 
rule. The nature of this disorder is obscure. It 
has sometimes been spoken of as u food fever ” 
under the belief that it is due to excess in the diet 
as a whole, or .n some .ngredient of it, and, as 
we shall see immediately, the results of treatment 
lend some support to this view. My own convic¬ 
tion is that these cases of recurrent fever are 
closely akin to so-called “ bilious attacks,” 
“cyclical vomiting” and “migraine,” and that in 
some way or other a derangement of the liver 
functions is responsible for them. I have found 
that the best way of preventing the attacks is to 
cut down the intake of milk; sugar, sweets, and 
starches, and to keep the bowels freely open by 
the prolonged administration of a laxative of which 
there is none better than a combination of rhubarb 
and gray powder. The following is an example of 
recurrent fever: 

A girl, aet. 3 years, had been subject to “ feverish 
attacks ” for several months. These varied in 
duration from a few days up to a couple of weeks. 
She had vomited in one attack, but was not speci¬ 
ally constipated. Physical examination was entirely 
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negative. The amount of milk she was taking 
(which had been excessive) was cut down and she 
was ordered a regular laxative. She had no more 
attacks. 

Quite different in character from these cases, 
but also of alimentary origin, are instances of 
extremely prolonged fever sometimes met with in 
children who are the subject of mucous colitis- 
Examples of these, amongst several I have seen, 
are furnished by the followfng cases : 

A boy, aet. n years, since 4 years of age had 
had a bad colour and looked 4i yellow” (mother 
attributed this to bad drains). For four months he 
had passed mucus in the motions, and had a nearly 
continuous temperature of 99 0 F. The skin was 
rather bronzed, especially on the exposed parts, but 
the nutrition was good and all the organs seemed 
healthy. Under treatment by intestinal irrigation 
and calomel he lost his temperature and the colour 
of the skin generally improved. 

A boy, set. 4 years, had had fever for 10 weeks, 
the temperature going up every night to 102° F. 
General health good, but was constipated and 
passed quantities of mucus and shreds. Looked 
healthy and well nourished; no physical signs 
of disease detected. Finally recovered under 
treatment for colitis. 

The fever in these cases is usually not high but 
often lasts for months or even years, as witness this 
case : 

A boy, aet. 5 years, suddenly became ill with a 
temperature of 103° F. a month before he was seen. 
Since that time it had gone up to ioo° F. every 
evening. As a rule he tended to be constipated, 
and at the outset of his illness there was some mucus 
in the motions ; otherwise he seemed in fairly good 
health. He was a well-nourished boy and looked 
healthy, but the cutaneous tuberculin reaction was 
positive. There were no physical signs. He con¬ 
tinued to run a slight evening temperature for about 
4 years (I was shown 60 temperature charts), but 
finally got quite well. The mother was convinced 
that keeping the bowels freely open had done more 
to control the temperature than anything else. 

These are the cases in which tuberculosis is apt 
to be much feared and the intestinal origin of the 
fever to be overlooked. They usually yield to care 
in diet, the use of mild laxatives, intestinal irriga¬ 
tion, and change of air. 

Bfcfyre leaving the subject of fever of alimentary 


origin one should mention that the presence of 
round worms is sometimes a cause of fever in 
children, which may even be so pronounced as to 
simulate typhoid fever. To this the term ts typho- 
lumbricosis ” has been applied. I have not met 
with an instance of it myself. 

Throat Infectio?is. 

I believe chronic septic infection from the tonsils 
to be a not uncommon cause of obscure fever in 
childhood. Some of the very prolonged cases of 
slight fever are of this nature. Here is an 
example : 

A boy, aet. 12 years, wds first seen in June, 1910. 
At Easter he had had a cold with a slight bronchial 
attack, after which the temperature continued to go 
up to ioo° F. every night for four weeks. He then 
went away for a change of air and the temperature 
disappeared. When seen in June there was nothing 
to be made out except slight adenoid growths. He 
remained well until December, when he had another 
slight bronchial attack, after which the tempera¬ 
ture again remained up for a month. His mother 
thought that excitement caused the temperature. 
In September, 19n, he had an attack of follicular 
tonsillitis. After this the tonsils were enucleated 
and the temperature has remained normal since. 

There need not be much visibly wrong on 
examination of the throat in these cases, but the 
tonsils are often rather ragged or embedded, and the 
lymphatic glands at the angles of the jaw palpable. 
From time to time there is apt to be an exacerba¬ 
tion of the infection with increased temperature 
and some visible degree of tonsillitis. Certainly in 
all cases of prolonged or recurrent fever in child¬ 
hood the tonsils should be enucleated if there is 
the least suspicion that they may be causing the 
pyrexia. 

Infection of the Middle Ear . 

I have seen several instances of obscure fever 
which ultimately proved to be due to infection of 
the middle ear. In such cases there is usually 
some degree of earache to indicate the seat of the 
mischief, but not always, and it is quite certain 
that the ear may be severely involved without any 
pain. The following case, for example, was very 
deceptive : 

A boy, cet. 2\ years, had been fretful for about a 
month with an evening rise of temperature. He 




Jan., I$i 7 .] 


FEVER WITHOUT PHYSICAL SIGNS IN CHILDHOOD. 


13 


appeared to have some abdominal pain and was | 
wasted. Physical examination revealed nothing 
abnormal, but he was cutting some teeth. The 
following day there was some discharge of pus 
from one ear, after which the temperature fell to 
normal. 

It is always worth while, therefore, to examine 
the ears carefully in cases of unexplained fever, but 
even if this be done the condition may be over¬ 
looked as the drum changes are not necessarily 
pronounced, and iu any case a good view of the 
drums is sometimes difficult to obtain in little 
children. 

Dentition. 

It is very difficult to be sure whether teething 
alone is ever a cause of fever, but in the case of 
children of unstable nervous system I think it may 
be. There seems little doubt, for instance, that 
it was the cause of a prolonged pyrexia in the 
following case: 

A boy, set. 2 years, had a slight attack of tonsil¬ 
litis with a temperature 5 weeks before he was first 
seen, and there had been an evening rise to ioo° F. 
ever since. He had become fretful and weak, 
but showed no other symptoms. He was rather 
constipated and required aperients in considerable 
quantities. Physical examination revealed nothing, 
and a specialist reported the throat as normal. A 
bacteriologist also failed to throw any light on the 
cause of the fever. The temperature continued 
with variations for several weeks, but suddenly 
ceased coincidently with the cutting of a back 
tooth. 

Whilst one should not be in haste, therefore, to 
conclude that the fever in any given case is due to 
the teeth, the possibility of such an origin must 
always be borne in mind. 

Instability of Thermo-taxic Mechanism. 

It is well known that the heat-regulating mechan¬ 
ism is more unstable in children than in adults and, 
therefore, more easily upset by slight causes. In 
some children of nervous tendency this leads to 
the appearance of fever on slight provocation. If 
in such a child the heat centres are violently 
disturbed by any cause the balance of heat 
regulation may be deranged for a long time after 
and the temperature take long to settle. _ It_is as 
if a pendulum had .been made to .oscillate too 


violently so that it only gradually gets back tb a 
state of equilibrium. I have known this happen to 
a slight degree after many kinds of febrile illness 
in childhood, but the following is a very striking 
example in which it took place in consequence 
apparently of a disturbance of the heat-regulating 
centres by an attack of pneumonia. 

A boy, aet. 3 years, was seen in April. In the 
October preceding he had an attack of pneumonia 
ending with a severe crisis; ever since the tempera¬ 
ture had continued to fluctuate, going up to 102° F. 
about 6 p.m. and falling to 96° F. about 4 hours 
later. Excitement caused the temperature’to rise. 
The general condition had continued good and 
he ran about and looked healthy and well 
nourished. No physical signs of disease could be 
detected, and blood cultures, the tuberculin'^test 
and the agglutination reaction for Bacillus coli were 
all negative. Two months later the temperature 
was reported to be gradually steadying down, 

Unexplained Cases . 

Finally, Gentlemen, you must be prepared to 
meet with cases of fever in childhood which yop 
are unable to explain in spite of the most thorough 
investigation. It is possible that some of these are 
due to infection by organisms not yet identified, or 
they may indicate invasions by the tubercle bacillus 
which are overcome by the protecting mechanisms 
before local signs have had time to develop. I 
strongly suspected this origin in the case l am about 
to describe: 

A boy, aet. 15 years, was admitted to hospital 
suffering from cough and weakness of one month’s 
duration. He had always been a delicate boy, and 
had been very underfed lately owing to his father 
being out of work. An uncle had died of phthisis. 
He was a poorly nourished boy but was bright and 
did not seem very ill. Except for tuberculous- 
looking scars in the neck and axilla there were no 
physical signs of disease to be made out. The 
temperature for the first 4 weeks was remittent or 
intermittent (normal to ioi° F.), it then became 
normal and remained so till his discharge 5 weeks 
later. There was no leucocytosis, and the Widal 
reaction was persistently negative. , He gained 
greatly in weight during his stay in hospital. The 
fall in temperature appeared to coincide with the 
administration of quinine, but he had never been 
abroad. 
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At all events I wish to impress upon you that 
you will certainly meet with cases which baffle all 
your endeavours to elucidate them, and that you 
must not blame yourselves if these have to be 
relegated to the limbo of “ unexplained ’ fever. The 
more thorough your investigation, however, and 
the more you have recourse to the help of the 
bacteriologist and clinical pathologist, the fewer will 
such cases be. 

December 28 th t 1916. 


Bloody Tears. —M. J. Knoikow reports the 
case of a man, set. 50 years, who had good health, 
except for the last few months, during which he 
had several attacks of slight epistaxis. Ordinary 
means of checking it previously used by himself 
and members of his family proving unsuccessful 
the writer was called. Blood was freely flowing 
from the right nostril. An anterior tamponade 
failed to stop it, merely directing the flow back¬ 
ward. Stoppage of the flow was obtained N only by 
a combined tamponade, *anterior and posterior. 
A few minutes later large bloody tears ran down 
the cheek from the right eye. Pressure upon the 
right nasal duct stopped this flow. 

Of course, the source of these “ tears ” was the 
blood caught between both tamponades and forced 
into the nasal duct. Very few cases of bloody 
tears have been recorded. True sanguineous 
lacrymation, i. e. bloody tears produced directly by 
the lacrymal gland, must be extremely rare, and 
indeed it is doubtful if it ever occurred. 

F. R. Cross, ‘Trans, of the Ophthalmol. Soc.,' 
1890-91, reported the case of a girl, set. 21 years, 
who for several years had been suffering from 
bloody tears coming occasionally from the left eye. 
By excluding any other source, he thought that 
the lacrymal gland was responsible. Half a century 
ago Hasner reported two cases of bloody tears, 
one in a girl of 13, during the two years preceding 
her first menstruation; the other in a healthy 
young butcher in whom the cause of the trouble 
was a lentil-sized polypus of the upper conjunctiva. 
—Boston Med. < 5 r* Surg. Journ ., p. 607. 


| ACUTE HEPATIC TOXEMIAS COM- 
PLICATING PREGNANCY 
AND LABOUR.* 

By JOHN PHILLIPS, M.D., P.R.C.P., 

Consulting Obstetric Physician and Emeritus Professor 
of Obstetric Medicine, King’s College Hospital, 


Of late years much attention has been paid to the 
bacterial infections of the liver, but no marked 
stress has been laid upon the liability of the liver, 
and possibly of the pancreas, to become specially 
infected during the pregnant condition. Moreover, 
no discussion on this important subject appears to 
have taken place at any of the meetings of this 
Society. The chief infections appear to be from 
the colon bacillus, and, less frequently possibly, 
from the staphylococcus and the streptococcus. 
There is no doubt in my own experience that 
the first #is the most frequent; and the 5 cases 
which I have detailed below represent all my 
experience of this complication. In one case 
(Case 1) a question of opinion as to whether the 
disease was acute yellow atrophy or an acute 
ascending toxaemia has arisen. The symptoms are 
so much alike that I have ventured to report this 
case, with post-mortem notes, somewhat fully to 
show the difficulty of making a certain diagnosis. 

Case i. — The patient, a primigravida, set. 32 
years, had been married 9 years, but with no 
previous pregnancy. She had diphtheria 4 years 
previously, but it was followed by no bad sequels. 
She was always a delicate girl and wore leg-irons 
when young. When first seen with Dr. Des Voeux 
her height was 5ft. 2\ in.; she was a small, thin, 
but well-formed brunette. External pelvic measure¬ 
ments were found to be: interspinous, 8} in.; 
intercristal, 9^ in.; external conjugate, 6$ in. 
During the whole of the pregnancy she suffered 
from much sickness and with hot burning pain 
(like severe indigestion) behind the sternum, 
especially at night. The urine contained neither 
albumin nor sugar. She was watched regularly 
after the thirtieth week, and at the thirty-second 
week a breech presentation changed suddenly to a 
vertex {la culbute ), the patient herself being con¬ 
scious of it. At the thirty-fourth week the vertex 
barely entered the brim; chloroform was therefore 

* Rea$ at the Royal Society of Medicine. 
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given as the patient was intolerant of pain. The 
cervix was found to be long and rigid ; it was 
dilated sufficiently to introduce the finger, and a 
bougie was then inserted between the membranes 
and the uterine wall. Labour pains came on 
48 hours after the insertion of the bougie and 
labour speedily terminated without any difficulty, 
the child being stillborn for no apparent reason. 
The progress of the patient after labour was very 
unsatisfactory, constant sickness being the most 
marked symptom. At the end of 18 hours she 
began to vomit brownish blood ; faint jaundice 
then set in for a few hours and nearly disappeared 
later, and she died 48 hours after labour, the 
temperature rising to no° F. shortly before death, 
having been down as low as 93 0 F. 12 hours 
previously, the pulse becoming increasingly rapid 
(90 to 164 per minute). Her tongue was dry and 
cracked, sordes on the lips, her aspect was drowsy, 
and she was very restless and continuously moaning. 
Treatment consisted in administering copious sub¬ 
cutaneous injections of saline with dextrose, but 
they seemed to have no effect whatever on the 
progress of the disease. 

Necropsy by Dr. Trevor 16 J hours after death : 
Blue staining of the face and abdominal wall 
present. The stomach showed considerable gas¬ 
tritis, as evidenced by adherent tenacious mucus 
and some pigmentation. There were small sub¬ 
mucous haemorrhages and about half a pint of fluid 
blood mixed with the contents of the stomach. 
There were lines of blood pigment over the longi¬ 
tudinal veins at the lower end of the oesophagus. 
The spleen was small. The liver weighed 36 oz. 
Most of the right lobe showed chronic venous 
engorgement, but there were some distinct areas of 
apparent acute yellow atrophy. 

Microscopical examination : The capsule of the 
liver shows a fine wrinkling and is thrown up into 
small folds. Under the low power, the lobular 
^arrangement can in many places still be made out 
owing to the preservation at the periphery of the 
lobule of a very narrow zone of liver cells, which 
stain fairly well. In these areas the central vein of 
the lobule is distended and the liver cells imme¬ 
diately surrounding it have necrosed and practically 
disappeared—a definite nutmeg change. In the 
intermediate zone liver cells in all stages of 
.degeneration are seen. Under the high power, 
yonje show hydropic degeneration, others cloudy 


swelling, and others, again, are merely masses of 
vacuolated protoplasm with no visible nuclei. 
Many of the cells are loaded with granules of bile- 
pigment. The normal arrangement of the columns 
of the liver cells is destroyed and the cells lie 
separate and distinct. The capillary network is 
distorted and not easily made out. Scattered 
throughout the section are large cells loaded with 
dark granules of large size. Some of these appear 
to be in the capillaries and are phagocytic cells 
with inclusions of cellular and nuclear debris . In 
these areas the picture is that of an advanced nut¬ 
meg liver together with superadded degeneration 
of the liver substance. In the yellow parts of the 
liver the microscopical changes are similar, but 
here the topography of the section is blurred and 
the liver lobules can no longer be made out. 
Here and there in the portal spaces the connec¬ 
tive tissue is cellular, but no diffuse increase in 
the interstitial tissue of the liver has occurred, 
neither are there any newly formed bile canaliculi. 
There are, however, in those places where the 
liver cells are fairly well preserved, isolated cells 
here and there containing two nuclei. No crystals 
of leucin or tyrosin are seen in the sections. On 
the whole the appearances are not typical of acute 
yellow atrophy, but they might be interpreted as 
being those of a very early or commencing stage. 
I would prefer to regard them myself as degenera¬ 
tive and associated with some general grave 
toxaemia, for, as the material for examination was 
not obtained until some 17 or 18 hours after death 
and the patient died with a temperature of at least 
iio°F., I am of opinion that much of the change 
present is of post-mortem occurrence and of auto- 
lytic nature. The disturbance of the relationship 
between the liver cells makes a certain statement 
as to the condition of the intercellular bile-ducts 
impossible, in spite of careful examination with an 
oil-immersion objective, but it is more than likely, 
seeing the loaded state of many of the cells with 
bile, that they were obstructed. The larger ducts 
in the portal spaces certainly show catarrhal 
change. The jaundice would then be of haemo- 
hepatogenous type such as is met with in many 
grave septic or toxic states. 

Case 2.—A primigravida, aet. 32 years, was con¬ 
fined of a 'Stillborn child weighing 9 lb., forceps 
being applied at the brim; light chloroform anaes¬ 
thesia carried out for about 6 hours (on and off), 
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and full anaesthesia for about 2 hours : no difficulty 
with the placenta. For 24 hours the temperature 
remained normal and the pulse quiet. The urine 
had been examined and found normal just before 
labour. On the second day there was slight general 
jaundice, the urine being markedly stained with 
bile, and she passed dark-coloured faeces, probably 
old blood. She then became slightly drowsy and 
failed to recognise friends around her. The urine 
was later found to contain much bile and a trace 
of albumin; it was also hyperacid. When I saw 
her in consultation, the pelvic conditions were quite 
normal; lochia abundant and of good colour and 
involution rapid. The patient was a high-coloured 
brunette, with a slight general tinge of jaundice, 
very drowsy, not answering questions; she scratched 
her face from time to time with her left hand, and 
only swallowed food if placed in her mouth; the 
pulse was quick, 130, gradually becoming smaller ; 
temperature varying from 99 0 F. to ioo°F. The 
liver was certainly tender, as she flinched when the 
hepatic region was manipulated. No definite en¬ 
largement could be made out. Saline injections 
had been given continuously without any good 
effect. She died 48 hours'after labour, in a 
comatose condition. 

Case 3.—A primigravida, aged 23 years, with 
general pelvic contraction, was seen on June 29th, 
1914, when 35 weeks pregnant. The breech was 
found presenting. The patient was accordingly 
put into 1 a modified Trendelenburg position and 
an external version carried out. It was then found 
that the vertex would barely enter the brim; 
accordingly the cervix was dilated and two solid 
No. 10^ elastic bougies inserted between the mem¬ 
branes and the uterine wall; she was not feeling 
well at the time, and had noticed that her motions 
were very grey in colour; her temperature was 
ioo°F. and her pulse 94. Within 24 hours her 
temperature went up to 102° F., and it was thought 
advisable to remove the bougies. Labour came 
on slowly, and an occipito-posterior position was 
found; rotation with forceps and delivery resulted 
in the birth of a healthy female child, weighing 
6 lb. A double episiotomy was necessary to save 
the perinaeum. During the next 24 hours she was 
very restless and sick and became slightly jaun¬ 
diced. A dose of castor oil produced a large white 
clay-like motion. The sickness and restlessness 
continued, and the jaundice increased during the 


next 24 hours, lochia and involution meanwhile 
going on quite normally. Her temperature varied 
between normal and ioo°F. at night, and her pulse 
varied between 96 and 112. She looked and felt 
very ill, and on the sixth day a slight deepening 
of the jaundice occurred. Swabs taken from the 
cervix on second and sixth day were found to be 
sterile. Her urine contained a large amount of 
Bacillus coli. . Sir Bertrand Dawson, who saw her 
with me, advised small doses of grey powder and 
rectal injections of saline solution ; but it was not 
until the sixth day that a little bile was noticed in 
the motions, and it was not until the twelfth day 
that they became bile-stained. On the eighteenth 
day they were normal. Involution was quite 
rapid, and the lochia ceased at the ordinary time, 
j Her temperature became quite normal about 
; the sixteenth day, her appetite returned, and the 
jaundice gradually disappeared. The child vomited 
much yellow mucus during the first 24 hours and 
was jaundiced, this being deepened during the next 
24 hours; all the vomit was deeply stained yellow, 
as was also the urine; drowsiness was a marked 
symptom. No bile came through the bowel until 
the tenth day, and the jaundice disappeared on the 
twenty-first day. The patient was confined a second 
time without any of the complications above men¬ 
tioned, but the child was even more deeply jaun¬ 
diced when born than the former one, and for 
7 days the urine was brightly stained with bile and 
nothing but meconium and colourless mucus passed 
by the rectum. It was considered that the child 
had either bacteriological catarrh or possibly con¬ 
genital absence of the hepatic ducts. Fortunately 
the bile appeared the twelfth day in the motions, 
and about that time the jaundice gradually faded 
and the patient convalesced. 

Case 4.—The patient, aet. 20 years, a primi¬ 
gravida, was under the care of Dr. Lumsden. She 
was healthy, but most of her life had suffered from 
bad sick headaches if she got excited or tired. Her 
husband had developed a few days before her illness 
I began what was thought to be an influenza chill; 
jaundice developed and was still present at the 
time of the labour, but he made a good and easy 
recovery. The patient a few days later got an 
apparently similar chill, and 3 to 4 weeks before 
term arrived in London feeling, as she said, 
“desperately ill.” She had a slight yellowish 
discoloration of the skin and had noticed greyish' 
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white motions for two days. Her sister de¬ 
veloped general jaundice 3 weeks later at the 
same country residence. The labour was quite 
normal and easy, being about 3 or 4 weeks before 
full term; very little chloroform was necessary. 
The child, although premature, was alive and 
vigorous, the motions passed during the labour 
were white and constipated, and it was noticed 
that her slightly jaundiced skin was everywhere 
very sensitive. During the first 24 hours post¬ 
partum the patient was very sick and declined food, 
while the icteric tint, which was general, slightly 
deepened. At the end of 48 hours she became 
drowsy and began to scream more or less con¬ 
tinuously, with a few minutes' interval ; the head 
was retracted and she was perpetually rubbing the 
occiput on the pillow, like a child with tuberculous 
meningitis. The lochia and involution were normal 
in every way; the urine was passed unconsciously 
and a catheter specimen showed bile staining and 
very marked Bacillus call infection, but no leucin 
or tyrosin. She was quite unconscious, with marked 
patellar reflex and a big-toe clonus. On the fourth 
day the jaundice was deeper, she was more restless, 
the pulse quicker, and she resisted violently any 
attempt at rectal nutriment. The temperature 
varied between normal in the morning and ioi° F. 
at night. On the sixth day the jaundice was less, 
the screaming had almost ceased, and the head and 
limbs underwent peculiar rhythmic movements, so 
that the skin became quite red and sore. On the 
seventh day the screaming had quite ceased, the 
jaundice of the skin was less, but the urine was 
still deeply stained and the motions were white. 
She now became semi-conscious, but the rhythmic 
movements were still present. The next day she 
was quite conscious and taking food naturally. On 
the ninth day, at the site of the puncture in the 
right thigh, made for saline injections, a large 
abscess formed without any corresponding rise of 
temperature; the pus on being let out gave a pure 
culture of Bacillus coli . For about 3 weeks, and 
until her oomplete recovery, an autogenous vaccine 
of the Bacillus coli was administered regularly to ! 
the patient. Her mental condition was peculiar : I 
she remembered arriving at the house just before | 
the labour and seeing her own doctor, but forgot j 
everything afterwards for 8 days, nor has her ! 
recollection of what occurred during that interval 
returned. The perineal sutures had not united, | 


and later a posterior colporrhaphy was performed 
with a good result. The treatment consisted in 
continuous subcutaneous injections of saline, dex-r 
trose, and, when possible, rectal salines. Paral¬ 
dehyde was the only drug which appeared to 
afford her any rest or sleep; it was given in large 
doses. The temperature was never high, being 
101 0 F. on the fourth day, and it became quite 
normal on the tenth; the pulse varied between 
100 and 130 during the whole of the illness. The 
child was not born jaundiced, nor did it develop 
this condition later. 

Case 5. —A very strong and healthy primigravida, 
set. 34 years, was under the immediate care of Dr. 
Beauchamp. Twenty-four hours before labour 
started she felt very unwell and was sick. She had 
noticed the motions were very pale (“ like clay ”). 
She was sick during the whole of the labour, bringing 
up at first a frothy mucus of a bright yellow colour. 
At the end of 24 hours, and during the second 
stage, she vomited a large amount of dark brown 
material, which contained no food and was proved 
to be altered blood. The presentation was a vertex 
(occipito-posterior) in the third position; rotation 
with the forceps and delivery was carried out. 
During the operation she vomited nearly half a 
pint of the same black material. She complained 
of severe pain behind the sternum ; 24 hours after 
labour she was very apathetic* with a pulse of 94 but 
a normal temperature. The liver was enlarged and 
the hepatic area tender to the touch. Jaundice ot 
the conjunctive and skin now developed, and 
emphysematous crackling appeared over the right 
neck and chest, with marked puffiness of the sub- 
axillary region on the same side. She was unable 
to take any food, was very restless and apathetic, 
and was sick when any attempt at feeding was 
made. The actions of the bowels were still clay- 
coloured. The restlessness continued for another 
3 days, and she still complained of feeling very ill '; 
the urine, which had been very dark brown in colour, 
cleared up at the end of the twentieth day ; bacterio¬ 
logical examination showed the presence of a large 
amount of Bacillus coli . Swabs taken from the 
cervix on the third day were found to be sterile. 
The jaundice disappeared and the motions became 
normal at the end of the third week. The lochia 
and involution were normal throughout. The child 
was not jaundiced, but developed a slight attack 24 
hours post-partum, 
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I have related the above 5 cases somewhat in 
detail as they appear to present very distinctive 
features. Every practitioner is cognisant of the 
slightly muddy complexion, scarcely amounting to 
jaundice, with malaise, which frequently attacks 
the lying-in woman within 48 hours of labour. I 
have come to believe that many of these are in all 
probability minor infections as compared with 
those related above, but of the same type. 

Jaundice must be looked upon merely as a 
symptom, and it occurs more or less deeply in 
acute yellow atrophy, hepatic toxaemia, Weil's 
infective disease, late chloroform poisoning, and as 
the result of certain metallic poisonings— e.g., 
phosphorus. In a similar manner the slight 
jaundice occurring in the above detailed cases 
should be considered as one symptom in a train 
of a series of graver ones. The yellow staining 
occurring in these patients is much less than in 
simple icterus, and I have thought that these cases 
should be classed under hepatic toxaemia rather 
than the jaundice of pregnancy, as more indicative 
of their true pathology. 

It will be noticed that only in one case (Case 1) 
was a post mortem examination obtained, and even 
in this a definite conclusion was not arrived at, 
for it will be noted that Dr. Trevor thought that 
the appearances were^not typical of acute yellow 
atrophy, but that they might be interpreted as those 
of a, very early or commencing stage, while Dr. 
Rolleston, who saw her with me, in a letter to me 
on the matter afterwards, says: u In the light of 
the clinical symptoms, post-mortem, and micro¬ 
scopical sections, I regarded the case as one of acute 
yellow atrophy, fatal at a very early date, probably 
because the patient had very little resistance.” 

Case 2 was probably one of profound toxaemia, 
due to some hepatic or possibly pancreatic infection, 
and her condition appeared to be hopeless from 
the first. 

In Case 4 several interesting points are to be 
noted. First of all, the 3 cases of slight jaundice 
occurring in one family in the same house within 
a short time of each other; secondly, the loss of 
memory of events from shortly before the labour 
until eight days had elapsed; thirdly, the cerebral 
symptoms coming on within 48 hours of the 
labour; and, lastly, the proof by bacteriological 
examination that the poison was due to Bacillus 
(oh\ The diagnosis of this case was made of an 


acute ascending infection of the bile-ducts, with 
cerebral irritation, due to the presence of Bacillus 
coli. This tends to confirm the theory of Bardinet, 
who, in 1863, declared that jaundice may be pro¬ 
duced as an epidemic among pregnant women, and 
describes such an epidemic : of 13 cases notified, 
3 ended fatally and 7 children survived. Kercksig* 
also mentions an epidemic of 70 cases, 5 of whom 
were pregnant: 2 aborted and 3 died. 

Case 3 was also typical of a similar infection. 
Here again we have the white motions, irritability 
and tendency to coma, combined with slight jaun¬ 
dice, while examination of the urine showed the 
presence in large quantities of the Bacillus coli . 
The symptoms so closely imitated those of late 
chloroform poisoning that during the earlier days 
of the illness a diagnosis of that state was made. 

In Case 5 many symptoms of acute yellow 
atrophy were present, such as the dark brown vomit 
of altered blood, the tenderness over the liver, 
slight jaundice, with the sickness, restlessness, and 
apathy so characteristic of acute yellow atrophy. 
Here, too, the urine was found to be loaded with 
Bacillus coli . 

All the 5 cases occurred in primigravidae, and at 
or about the time of onset of labour; albuminuria, 
too, as is well recognised, usually occurs more 
frequently in women pregnant for the first time. 

I have notes of two additional labours occurring 
in the same patient 10 and 12 years ago, and before 
the bacteriology of the puerperium was at all worked 
out. I am therefore unable to say anything as to 
the presence or not of the Bacillus coli, and have 
not included them in this series; but the patient 
at both her labours presented all the symptoms 
of the above 5 cases, of which I made accurate 
notes at the time, and of the various opinions which 
were given by the physicians who saw her. As 
some slight confirmation of my surmise, I may 
mention that 5 years ago, while treating this patient 
for a slight local ailment, I had an opportunity 
of obtaining a catheter specimen of her urine, and 
it was loaded with Bacillus coli. 

The sum-total of the 5 cases shows a fatal result 
in 2 cases within 48 hours, and recoveries in the 
remaining 3 after several days' illness. 

With regard to the children, on two occasions 
(Case 3) the child was either born with jaundice or 


* * Neues Journ. de pract, Heilk.’ (Hufeland), 1802, 
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developed it rapidly after delivery, and aroused the 
suspicion that possibly the bile-ducts might be in 
some way congenitally stenosed. Two were stillborn 
without any apparent reason. 

The liver, as Rolleston points out, is peculiarly 
susceptible to morbid changes during pregnancy, 
and there is reason to believe that necrotic changes 
in the peripheral zone of the lobules of the liver 
play a very important part in the production of 
puerperal eclampsia. Whitridge Williams,* in 
reporting 12 cases of pernicious vomiting of preg¬ 
nancy and having acute yellow atrophy, insists on 
a distinction between eclampsia, in which necrosis 
occurs in the peripheral zone, and acute yellow 
atrophy, in which this process begins in the inter¬ 
mediate zone of the lobule. 

The difficulty of making a differential diagnosis 
between acute yellow atrophy, malignant jaundice, 
and the group I have reported will be seen on 
perusing the 5 detailed cases. Some confusion 
of thought appears to exist as to whether acute 
yellow atrophy and what is termed malignant’ 
jaundice are similar or separate diseases. Bristowef 
describes the leading characteristics of the two 
diseases (which he considers one and the same) 
as vomiting, especially of a coffee-ground fluid, 
due to gastric haemorrhage, intense headache, 
irritability, and restlessness. The question, there¬ 
fore, arises whether the cases I have brought for¬ 
ward should be included among instances of mild 
acute yellow atrophy. I am inclined to oppose 
this idea. 

As long ago as 1863 the connection between 
pregnancy and acute yellow atrophy was recognised, 
and at a meeting of the Berlin Obstetrical Society 
in that year an interesting discussion took place. 
Virchow stated that he had never seen a case of 
jaundice in pregnancy ending fatally. + H. Gideon 
Wells § points out that one of the forms of delayed 
chloroform toxaemia resembles acute yellow atrophy. 
In considering this subject, Dr. Harold Low has 
kindly allowed me to quote from an unpublished 
paper of his, entitled “ So-called Delayed Chloro¬ 
form Poisoning.” The symptoms mentioned show 
how difficult a diagnosis may become. The exact 
origin of the condition is still a matter of un- 

* 'Johns Hopkins Hosp. Bull.,’ 1906, xvii, p. 71. 

t 'Theory and Practice of Medicine/ pp. 794 et seq. 

$ ' Monatschr. f. Gehurtsk.,’ 1863, xxi, p. 90. 

$ ' Arch of Intern. Med., Chicago, 1908, i, p. 594. 


certainty; certain facts, however, are recognised: 
(1) Prolonged chloroform narcosis produces in 
animals changes in the liver similar to those of 
acute yellow atrophy. (2) Acidosis or acid 
intoxication is present, especially in children, in 
conjunction with narcosis. (3) In patients dying 
subsequent to anaesthetisation by chloroform, the 
liver sometimes shows well-marked degeneration 
similar to that observed in acute yellow atrophy 
or phosphorus poisoning. Clinically, in adults, 
jaundice may be marked, but it may not infre¬ 
quently be absent, even in fatal cases. There are 
doubtless many cases which recover, although it is 
extremely difficult to make a definite statement on 
this point. The cardinal symptoms appear to be : 
(1) Vomiting coming on some hours or even days 
after the operation (in contradistinction to that 
arising immediately after or before the patient 
comes round from the anaesthetic). The vomit is 
of a peculiar coffee-ground appearance (probably 
due to the presence of blood). (2) The pulse 
steadily rises in rate and becomes progressively 
feebler. (3) The mental condition is one of apathy, 
with attacks of intense restlessness and excitable 
delirium (mostly, however, observed in children). 
Dr. Harold Low concludes by saying: “The more 
I have read the less satisfactory are the theories as 
to what part the anaesthetic plays. The probability 
is that there is an unknown factor present in certain 
cases where chloroform has been given, producing 
the necrotic changes in the liver, the anaesthetic by 
its action upsetting a faulty metabolism.” 

In my cases all were subjected to anaesthesia— 
Case 4 very slightly, the other 4 deeply; but I 
must point out that in 3 cases (1, 2, and 5) 
symptoms of the illness had already commenced, 
so that whether instances of acute yellow atrophy 
or ascending hepatic toxaemia, they could not have 
been caused by the chloroform, although this drug 
may probably have aggravated them. 

The 5 cases I have detailed above are the only 
ones I have encountered among just over 2000 
carefully recorded cases of labour in private practice. 
With regard to acute yellow atrophy, statistics are 
of very little value. Lomer reported 143 cases of 
this disease and states that 30 of them were preg¬ 
nant.’ Legg found 25 pregnant women among 69 
cases of acute yellow atrophy, while Spath only 
encountered it 3 times in 14,061 pregnancies. 
As regards the children, Lomer reported 45 still- 
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births in 57 pregnancies, and in 62 cases 6 children 
were borne icteroid. 

The treatment adopted has been detailed in the 
relation of each case, and although nothing curative 
was suggested, yet the adoption of the remedies 
mentioned probably helped those patients who 
recovered to a more rapid convalescence. 

In conclusion, I have endeavoured to show that 
the group of cases related (with the possible excep¬ 
tion of Case 1) has distinct features, probably due 
to an ascending infection of the bile-ducts. It 
must be differentiated from acute yellow atrophy, 
malignant jaundice, and late chloroform poisoning. 
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THREE CASES OF HJEMATOMA OF 
THE ABDOMINAL WALL.* 

By HENRY RUSSELL ANDREWS, M.D., B.S., 
F.R.C.P., 

Obstetric Physician to the London Hospital, etc. 

Case i. —A patient, aet. 39 years, was admitted 
into the London Hospital on February 15th, 1916. 
She had had no previous illness except acute rheu¬ 
matism at the age of 16, and had had good health 
up to Christmas 1915, when she developed a bad 
cough which became so troublesome that she 
could not get about the house and could not lie 
down, having to be propped up in bed. Six or 
seven weeks before admission she noticed that she 
had swollen feet and hands. Two or three days 
before admission she felt a severe pain in the right 
side of the abdomen which was continuous and 
had increased in severity. She first noticed 
enlargement of the abdomen at Christmas-time. 
She was not a very observant woman, and did not 
know that there was any enlargement of the abdomen 
besides that caused by the pregnant uterus. The 
catamenia, which were usually regular, had ceased 
for 8 months, and she thought herself nearly 
eight months pregnant. 

On admission she was ansemic and looked 
very ill. The pulse was 135 ; the temperature 
was about ioi°F at night; the respirations were 
28-36, and she had a severe cough and a 
good deal of dyspnoea. The abdomen was filled 
by a large swelling which bulged into the right 
flank. A deep sulcus could be felt at the upper 
pole of the swelling dividing a larger part on the 
right side from a smaller on the left side which was 
evidently the uterus, as contractions could be felt 
in it. The urine contained a large quantity of 
albumen and some granular casts. Rhonchi were 
heard all over the chest. The swelling in the right 
side of the abdomen was tense, dull on percussion 
and so tender that only the gentlest palpation 
could be used in examining it. The resident 
accoucheur thought at first that it might be a large 
hydronephrosis and called in one of the surgical 
registrars, who wisely decided that no operative 
interference was indicated. The os uteri admitted 2 


* Read before the Obstetrical and Gynaecological 
Section of the Royal Society of Medicine. 
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fingers. About 30 hours after admission a female 
child was born dead. The abdomen was so 
tender and painful that the pdtient could not strain 
and, as suprapubic pressure could not be borne, 
the placenta was extracted from the vagina by pull¬ 
ing on the cord. I saw her soon after the termination 
of the labour, and found a large tumour filling up 
the right side of the abdomen, apparently adherent 
to the anterior abdominal wall, tense and acutely 
tender. It was now quite free from the loin, and I 
made a diagnosis of an inflamed ovarian cyst. No 
vaginal examination was made, as the patient had 
just been delivered and the tumour was evidently 
too high up to be felt from below. The patient’s 
general condition seemed to me to be too bad to 
warrant an abdominal section on that day, and I 
decided to wait a few days and then to operate, 
with spinal anaesthesia if necessary. The late Dr. 
Maxwell saw her and agreed with my diagnosis. I 
saw her again 2 days later, and found considerable 
improvement in her general condition. The 
tumour was still acutely tender, but felt more de¬ 
finitely cystic than before. The resident accou¬ 
cheur thought it had become rather smaller, but it 
seemed to me that as the uterus diminished in size 
the tumour was ^ble to descend a little. On 
February 22nd, the patient’s condition had im¬ 
proved sufficiently to warrant the administration 
of a general anaesthetic, and I operated, expecting 
to remove an inflamed ovarian cyst. On cutting 
through the aponeurosis in the middle line of the 
abdomen, the tissues were seen to be blood-stained, 
and when the tissue between the recti was incised 
old blood escaped. I found that the tumour was 
entirely in the abdominal wall. There was a 
cavity behind the right rectus muscle, extending 
up almost to 'the ribs and outwards for at least 6 
in. from the middle line, which admitted the hand 
easily and allowed it to move about freely. The 
cavity was filled with blood which had evidently 
been shed several days before, as the clot was firm 
and old. There were nearly 2 lb. of blood. The 
exact anatomical position was difficult to determine; 

I think that if was between the transversalis muscle 
and the transversalis fascia. The peritoneal cavity 
was not opened. I washed out the cavity with 
saline solution and then swabbed it dry with gauze. 
The question then arose, What was the best way to 
deal with the cavity: to put in a drainage-tube, to i 
make a counter incision towards the flank, or to ] 


up in the usual way, but inserted a very small 
drainage-tube t which was brought out through the 
middle of the wound. A good-sized pad was put 
over the right side of the abdomen and a tight 
binder applied. The tube was removed on the 
third day. The wound healed perfectly and the 
abdominal wall looked and felt normal, when I 
examined it on the 14th day. I think that a 
correct diagnosis in this case was almost impossible 
because of the extreme tenderness. A trial of the 
ordinary method of diagnosing that the tumour 
was in the abdominal wall was out of the questton. 

Case 2.—A day or two before this patient left 
hospital I had a similar case under my care. 
The patient was sent in by my late colleague as a 
twisted ovarian tumour. She was aged 39 years, 
had had one child 6 years previously, and* had had 
no pregnancy since. Two weeks before admission 
she experienced severe pain in the abdomen after 
carrying a pair of steps upstairs, and noticed that 
there was a swelling in the left side of the abdo¬ 
men. I saw her 2 or 3 days after admission, when 
the characteristic physical signs had evidently 
become more marked. The swelling was about 
5 in. to 6 in. long by 3 in. broad, tapering at each 
end. Its lower border was 2 in. or 3 in. above the 
pubic bone. The first thing that struck me was 
the way in which the swelling stood out from the 
abdomen, and the second was th&t its inner border 
was absolutely straight; it did not transgress the 
middle line at all. Examination proved conclu¬ 
sively that the tumour was in the abdominal wall. 
The uterus and both ovaries could be felt below 
and having no connection with the tumour. I 
thought that it was a desmoid tumour in the left 
rectus muscle, and the tenderness, tension, and the 
rounded shape made me strongly suspect that 
haemorrhage had occurred into it or round it. 
There was just a suspicion of ecchymosis in the 
middle line, but not enough to swear to. I asked 
my colleague, Mr. Hugh Rigby, to see the patient 
and give an unbiassed opinion. He thought also 
that the swelling was caused by haemorrhage into 
a desmoid tumour. Mr. Gordon Ley made a 
diagnosis of haematoma pure and simple, pointing 
out that haemorrhage into a desmoid tumour was 
exceedingly unlikely to occur. Mr. Rigby operated 
and found that the tumour was a haematoma 
situated behind the left rectus muscle, spreading . 
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out a short distance between the transversalis 
muscle and the transversalis fascia, and tracking 
along the deep epigastric artery. There was no 
desmoid tumour. 

Case 3. —Dr. Maxwell admitted into the 
London Hospital in January, 1916, a patient, set. 
34 years, who complained that after coughing one 
week before admission a painful lump had appeared 
on the left side of the abdomen. The catamenia 
were 14 days overdue. A hard dull mass was felt 
in the left lower abdomen extending outwards 
towards the anterior superior spine of the ilium. 
The swelling felt as if the pelvic colon was 
thickened and adherent to the abdominal wall. 
On vaginal examination the mass could be felt 
high up on the left. There was a good deal of 
doubt as to the diagnosis of the condition, and Dr. 
Maxwell transferred the case to Mr. A. J. Walton, 
who cut into the abdominal wall and found that 
the swelling was a hsematoma, which had apparently j 
originated behind the left rectus and tracked out- j 
wards. 

I thought that this series of cases was worth 
bringing before the Society, as I believe such cases 
of hsematoma of the abdominal wall to be rare— 
i.c. hsematoma due to coughing or straining apart 
from rupture of the rectus muscle by a blow. 
They are evidently sometimes difficult to diagnose 
correctly. I have not met with such a case before, 
and have succeeded in finding only 4 records of 
similar cases. An abstract of a paper on this sub¬ 
ject is to be found in the ‘ Medical Review ’ for 
October, 1915. J. Lambrethsen, in the ‘ Hospitals- 
tidende,' May 26th, 1915, recorded a case in 
which a widow, set. 66 years, after a violent attack 
of coughing, developed a painful tumour in the left 


is an abstract of a case which was recorded by E. 
Toft.* A pregnant woman, who had a trouble¬ 
some cough, suffered from very severe pain in the 
right side of the Abdomen when she was 6 months 
pregnant. To the right of the uterus a slightly 
movable tumour 12 cm. long, 6 cm. wide, and 
2 cm. thick, was found, very tender, and difficult to 
separate from the uterus. An intra-peritoneal 
tumour, probably a placental hsematoma, was 
diagnosed. An incision was made over the external 
border of the right rectus muscle. The subcutane¬ 
ous tissues were found to be infiltrated with blood. 
As the incision was deepened, a large cavity filled 
with very firm cjots of blood was opened. The 
cavity was 15 cm. to 20 cm. long, bounded behind 
by the somewhat thickened fascia transversalis. 
In the upper part of the cavity was a small opening 
through which blood had escaped into the perito¬ 
neal cavity. 

An interesting point is that in these 7 cases 
4 patients were pregnant, and that at least 4 had a 
bad cough. 

Mr. Rigby tells me that he has not met such a 
case before and cannot find reference to similar 
cases occurring after straining or coughing. It 
has become proverbial at the London Hospital 
that if we see a very unusual case we shall have 
a second or third similar case in the next week 
or two. I shall be much interested to hear 
whether other Fellows of the Society are accus¬ 
tomed to meet such cases in their practice, and 
I may possibly hear that‘my experience in not 
| meeting such cases before has been unusual, and 
j that they occur frequently, although they are not 
! recorded. If that is so, I think they ought to be 
I recorded, so that one may be more wary and less 


side of the abdomen. In the left lower abdomen 
a tumour was found, the size of a child’s head, 
extending upwards as high as the umbilicus and 
inwards almost to the middle line. It was some¬ 
what pear-shaped, with the smaller end downwards. 
A diagnosis of intestinal obstruction was made, 
and later a diagnosis of strangulated ovarian 
tumour. The peritoneal cavity was opened, and 
the tumour was found.to be a hsematoma of the 
rectus. Lambrethsen quotes Stoeckel as having 
recorded a case of haematoma of the abdominal 
wall in the seventh month of pregnancy, and 
another case a few days before term. In the 
Medical Review' for March, 1916, p. 114, there 


likely to make mistakes in diagnosis. If they are 
as rare as I think them to be, I am justified in 
bringing them before the notice of the Section. 

I think it possible that some cases of painful 
swellings of the abdominal wall during pregnancy 
diagnosed as desmoids are really cases of haema¬ 
toma of the abdominal wall. 

December 2 8/7/, 1916. 


* 1 Hospitalstidendc,’ September 15th, 19P* 933 * 
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THE TECHNIQUE OF IONISATION 
OF THE EAR AND NOSE. 

By A. R. FRIEL, M.A., M.D.Dub., F.R.C.S.I., 

Hon. Physician for the Throat, Nose and Ear General 
Hospital, Johannesburg. 


The aim of this paper is to indicate the method by 
which the teachings of Prof. Leduc of Nantes 
with regard to treatment by ionisation can be 
applied in suppurative diseases of the middle ear, 
nose, and nasal sinuses. No mention need be 
made of the source of the electric current or of the 
means of regulating it, or of the indifferent electrode. 

In the ear, nose, and nasal sinuses the active 
electrode may be said to consist of a well full of 
liquid, into which a wire or other metal terminal 
dips. The ionising fluid consists of a weak warm 
solution of sulphate of zinc, completely filling the 
-cavity to be ionised. Prof. Leduc has advised 
that, to avoid injury to epithelium by differences 
in osmotic pressure between the fluid filling the 
cavity and the fluids of the tissues, some non¬ 
electrolyte, such as glycerine, should be added to 
the solution of zinc sulphate, which latter must be 
weak enough to avoid direct irritation. The 
following formula is suggested : 

Glycerine .... 45 6 c.c. 

Zinc sulphate . . .5 grm. 

Water .... 1000 c.c. 

To be diluted with an equal quantity of hot water. 

The cavity to be ionised should be washed free 
of secretion, and the above fluid can be used for 
the purpose. Then the cavity is completely filled 
with the fluid and the current conveyed to it by a 
wire connected with the positive pole of the battery 
and either dipping directly into it or in connection 
with it by a special terminal. 

Figure 1 indicates the special terminal for the 
ear. For the maxillary antrum I use a slightly 
curved cannula made of platinised silver and insu¬ 
lated externally with thin rubber tubing or celloi- 
din, and for the frontal and sphenoidal sinuses 
cannulas of the usual shape made of platinised 
silver and painted externally with celloidin dis¬ 
solved in ether and absolute alcohol (1 : 4:4). A 
rubber-covered wire to connect to the battery is 
solder'd to the outer end of each catheter. Care 
must be taken that the current is conveyed to the 
solution and that there is no short circuit on to the 



tissues. This is the reason the catheters are insu¬ 
lated externally, by varnishing them with celloidin. 
They are tested before being used by connecting 
the wire to one pole of the battery and touching 
the other pole with the insulated portion. If there 
is any fault in the insulation a current passes when 
contact is made. 

To ionise the ear, pus and dibris is first washed 
away and the patient then lies down with the 
affected ear uppermost, the ear portion of a Siegel’s 
speculum is inserted and the ionising fluid poured 
in; the outer portion is attached and suction 
applied to remove any bubbles of air which might 
possibly be entangled in the deeper parts and 
which would interfere with contact over the whole 
area of the cavity to be ionised. The outer 
portion is then removed and the special terminals 
attached in its place. A little wick of cotton-wool 
is insinuated through the speculum into the deeper 
part of the meatus to avoid any chance of a break 
in contact, if by some movement on the part of the 
patient (often a child) the fluid were spilt. The 
current is increased gradually till it reaches 3 M.A. 
and is allowed to act for about 6 minutes and then 
gradually decreased. 
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The cases suitable for treatment by this method 
are chronic middle-ear suppurations, in which the 
perforation in the drum is large enough to allow 
the middle ear to be filled with the ionising fluid, 
and where there is no reason to believe that there is 
extensive bone disease or mastoiditis. It is effica¬ 
cious in some cases of disease in the attic with 
perforation in Shrapnell’s membrane. 

Ionisation with zinc is, in short, an efficient 
means of disinfecting a cavity without irritating it. 
A slide made before treatment may show great 
numbers of micro-organisms in the discharge, 
whereas one made on the following day after 
passing a probe, bearing a little cotton, into the 
tympanic cavity may show scarcely a single germ. 
I have frequently seen one application cause com¬ 
plete cessation of the discharge, no drops or other 
treatment being employed. If no improvement 
results I think a repetition of the treatment is of 
little use, the probability being that there is disease 
in a part to which the fluid cannot be introduced, 
for example, the mastoid antrum. 

The same principles of treatment apply to the 
nose and nasal sinuses. To fill the nose or the 
affected sinus completely and keep it full is a sine 
qu& non . To attain this end the posterior nares 
require to be blocked. A small balloon, made of a 
rubber finger-stall, fastened securely to a straight¬ 
ened vulcanite Eustachian catheter, is passed 
through one or other nostril into the post-nasal 
space. When introduced it is distended with air 
(Fig. 2). The maxillary antrum is punctured 
through the inferior meatus with a trocar and can¬ 
nula and washed clean. The cannula is removed 
and the special terminal is introduced immediately 
through the same puncture and the cavity filled 
and kept full by fluid trickling from a receptacle 
attached to its outer end. The patient lies on his 


back with the head turned somewhat to the 
affected side. The strength of the current used is 
20 to 30 M.A. for a quarter of an hour. 

The frontal sinus is washed out and ionised 
through the fronto-nasal duct, the patient lying 
down. When the insulated catheter is introduced 
the patient hangs his head over the end of the 
table, the foot of which is well raised, and a current 
as strong as can be comfortably borne is passed for 
a quarter of an hour. The balloon is kept in the 
post-nasal space. For the sphenoidal sinus the 
patient lies on his back, with the table horizontal. 

Co-existing and untreated disease of the ethmoid 
is a contra-indication. To expect an empyema of 
the antrum in proximity to suppuration, in the 
ethmoidal cells, for example, to be cured by ionisa¬ 
tion is to court disappointment. Ethmoidal disease 
requires antecedent treatment. # 

The middle ear can be readily ionised in the 
consulting room or outpatient department. I now 
use it as a routine measure in those numerous cases 
in which discharge is apparently kept up by septic 
material lodging in the recesses of the tympanic 
cavity. I treated for several weeks with antiseptic 
drops a baby of 18 months, who suffered from a 
discharge from his ear which had existed for some 
months. As there was little improvement I ionised 
it, and within a day or two the discharge had 
entirely ceased. Ionisation of the middle ear 
with zinc is a painless procedure and a most effi¬ 
cacious and rapid method of healing many cases. 

A man, aet. 40 years, suffered from empyema of 
both maxillary antra, both ethmoids, both frontal 
sinuses, and one sphenoidal sinus, with an abscess 
in the orbit communicating with one frontal sinus. 
His teeth were very septic and were probably the 
starting-point of the nasal trouble. They were 
extracted, the antra were opened through the 



Bo//oon mT>odoce</ mlb ffaso-phoryn* 
Itjrovjh nose to b/och tenor Stores, 
tbeo tnffafed 



Fig. 2. 
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inferior meatus on each side, and the ethmoids 
curetted. As it was easy to pass a catheter into 
each frontal sinus it was decided to ionise both. 
This was carried out in the manner described, with 
immediate improvement. Each side was ionised 
twice at a week’s interval and the discharge ceased. 
At the same time an autogenous vaccine was given. 
The sphenoidal sinus alone remained. Owing to 
the extra room in his nose following the operation 
on the ethmoid, it was a simple matter to introduce 
a cannula into the ostium, wash out the sinus and 
ionise it. Suppuration in it ceased at once. I 
saw the patient a year afterwards; there had been 
no recurrence of his trouble and his health was 

/ 1 

excellent. 

The following case of empyema of the maxillary 
antrum was of a type eminently suitable for treat¬ 
ment by ionisation. 

A woman, who wished to be trained as a mid¬ 
wife, complained of headache and purulent dis¬ 
charge from her nose for about a month. Puncture 
of the left maxillary antrum through the inferior 
meatus showed a collection of foetid pus which 
flowed out of the cannula as if the pus was under 
pressure. There were no polypi and no evidence 
of ethmoidal disease. Her teeth, as many as \^ere 
present, were healthy. She was admitted to 
hospital and the antrum was washed out with weak 
zinc sulphate solution and ionised. No further 
purulent discharge was noticed by the patient or 
discovered on rhinoscopic or microscopic examina¬ 
tion 10 days later, and the headache had entirely 
disappeared. 

In a case of maxillary empyema uncomplicated 
by polypi or carious bone and without co-existent 
ethmoidal suppuration, I expect a cure to follow 
one ionisation, as I have seen it occur on several 
occasions. 

Every form of treatment has its indications and 
its sphere of usefulness, and it would be unwise to 
look on ionisation as a panacea. However, it 
diminishes the number of operations necessary, 
and shortens the duration of treatment of many 
cases. It disinfects the cavity of an infected 
antrum, and if suppuration is kept up by the 
presence of putrefying fluid in the cavity we may 
expect it to cease if the fluid be removed and all 
the germs destroyed. 

December 28/A, 1916. 


PAINLESS LABOUR. 

By A. PERdY ALLAN, M.D., p.S.Lond. 


Painless labour is so uncommon that so great an 
authority as the late Dr. Horrocks stated in an 
address some years ago, “Now please remember, 
there is no such thing as a painless labour.”* Dr. 
DeLee,.in his * Principles and Practice of Obste¬ 
trics’ (1915 edition), is in general accord with the 
late obstetric physician to Guy’s Hospital, though 
he somewhat modifies the more dogmatic statement 
in saying, “ No normal labour is painless, though 
quite a few such have been observed.” Writers of 
| all ages have described labour as painful. The 
| Bible mentions it in several places. Accounts 
J of uncivilised races disprove the claim made by 
some that with them child-bearing is painless* 
Still, the severity of the pain varies. Some races, 
especially the uncivilised, have generally easy 
labours, whereas the highly cultured woman has 
hard, painful labours; and this is true to a certain 
extent in our country in the difference between the 
poor and the rich. The pain varies in different 
women, and the ability to stand pain varies in 
women as it does in men. 

Dr. Charpentier,+ in quoting a case of painless 
labour, remarks : “ Labours painless and rapid are 
not extremely rare, but they are a little out of the 
ordinary, ,and in my career, already a long one, I 
have not observed more than 4 examples, but 
those certain ones. I have observed them mostly 
recurring in the same patients, both primiparse and 
I multipart, and what appears paradoxical, as much 
j among delicate, frail women as among‘women very 
strong and in appearance very muscular. I have 
always noted in these cases that the babies were 
j small.” 

J In 20 years’ practice it has fallen to my lot to 
1 observe only 2 cases of actually painless labour. 

| They illustrate the two types that fall under this 
j description; (1) those where the labour “pains” 
are present, but give rise to no actual pain, and 
(2) those where the patient is oblivious to what is 


* 4 Brit. Med. Journ.,’ March loth, 1906. 
f “ Observation d’une femme qui accouche sans douleur,” 
4 Travaux Pratiques d’Obst^trique et de Gynecologie/ 
Paris, 1898. 
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‘happening — what the old midwives called “ a 
sleeping labour.” 

My first case, in the summer of 1913, was in a 
working class home ; the patient, a primipara, at. 20 s 
years, was of the lean, muscular, freckled, red headed 
'type. When I arrived labour was progressing. It 
was an intensely hot afternoon; the *pains were 
-rapid and strong, and the patient was pulling 
vigorously on a towel. After waiting some time I 
remarked to her, “Are your pains very bad?” 
She looked at me somewhat amazed, artd said, 
“What pains? I have not any pains.” I said, 
“ When you pull oh the towel don’t you feel any 
pains?” She replied, “No, I don’t, but I am 
fearfully hot! ” Afterwards, when a normal-sized 
child was born, I asked her if the last stage was 
not painful, and she replied, “ No, I did not feel 
-any pain at all.” 

My case of “ Sleeping Labour ” was still more 
•remarkable. She gave a false alarm about 3 weeks 
before the event, and was then very nervous and 
rather “ out of hand.” Subsequently when I was 
called for the labour I found my patient, a primi- 
'para aet. 20 years, lying on the bed with her eyes shut, 
as though asleep. She was a brunette, and though 
intelligent, of rather a placid and stolid disposition. 
The pains were rapid, and she groaned while they 
lasted, but did not move or open her eyes. The 
•Baby, weighing yj lb., was born naturally, and the 
placenta expelled soon afterwards. The perineum 
was untorn. After some minutes she opened her 
eyes and was surprised that it was all over. She 
assured me that she felt nothing, and did not 
remember my coming into the room. 

Of other cases the following are of interest; they 
occur in the ‘ British Medical Journal’ of 1906, and 
were called'forth by Dr. Horrocks’s remarks, which 
I quoted at the beginning of this article. 

J. Allan was called to a primipara on account of 
•pains in the stomach and upper part of abdomen. 
Os slightly dilated, vagina very small, and fingers 
•introduced with difficulty. Uterine contractions 
were going on, but were very slight. He left the 
patient but was called 2 hours afterwards and 
found the baby born, the birth having taken place 
»half an hour after he had left The perineum was 
not torn, but the placenta was not expelled. The 
*baby weighed 8 lb. There were no “ pains,” and 
the mother was unconscious when the child was 
*born. 


J. Irving attended a woman in her fourth con¬ 
finement. She stated, that she had never had 
labour pains and no after pains. While playing 
cards she felt queer and went upstairs ; the baby 
was born 10 minutes afterwards. Her first child 
was bom before the doctor arrived. With the 
second she had no pains and no warning; the 
third confinement was with twins. Her sister, the 
mother of several children, also escaped having 
labour pains. 

H. Renshaw stated that his patient felt “ queer,” 
and her mother, who was with her, said “ Perhaps 
it will come to-day.” The patient then leaned on 
the mantelpiece, and without warning the baby fell 
on the floor, rupturing the cord; almost immediately 
afterwards the placenta was expelled. 

C. D. Trevor Roper was called to a woman, set. 
28, in her third confinement. The baby was bom 
immediately, and she had neither ache nor pain. 
W. J. Young, on being summoned, found the os 
dilated, and told the patient to bear down when in 
pain./ She replied, “ I don’t know what you mean 
by pain—I don’t feel any pain.” Afterwards she 
told him that she felt there was something there, 
and she had a desire to get rid of it. 

' This reminds me of the description given me by 
a jfatient whose labour approximated almost to the 
painless type. “ Being broad and big,” she said, 
“ I only had one pain, the feeling and expulsion 
being similar in sensation to when the bowels are 
opened.” 

E. D. Sangree published an interesting case in 
the ‘Medical Record’ in 1892, of a coloured girl 
to whom he was summoned when passing along 
the street. She had been working, but, feeling 
poorly, had laid herself down on the bed for a rest. 
In a few minutes the waters broke, and she thought 
that she was completely relieved by this accident. 
A slight pain then shot across her abdomen; but 
the first real knowledge she had of what was going 
on was when she heard the infant cry. As to the 
actual passage of the infant from the uterus to the 
outer world, the mother was unaware of it. Sangree 
points out the medico-legal bearing of such a case. 
In the tenement house where she lived there were 
no water-closets but privies over cesspools; had 
she gone there it is possible that the baby would 
have been dropped and the mother would have 
been innocent that the birth had taken place. 

T, J. Larkin instances where he attended a 
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woman weighing 14 st.; she gave birth to a 10 lb. 
baby, but at no time during the labour had she 
any sensations of pain. She was so fat that he 
could not on palpation discover any uterine con¬ 
traction (* Medical Record,’ 1893). 

All of us in practice must have met with cases 
where pains have been present but have not been- 
worth calling pains, and where the labour has been 
unduly rapid; but the two cases I have mentioned 
from my own notes and some of the others I have 
collected are of another category and decidedly out 
of the ordinary. 

An explanation there must be, but in the present 
state of our knowledge one is only able to 
make some suggestions, and one regrets that in 
spite of the number of women doctors who have 
married and had children, that our knowledge of 
the psychology of the pregnant state and labour 
has, as far as I know, received no augmentation 
whatever from this source. Certainly we speak of 
“ pains,” the French of “ douleurs,” the Germans of 
u Wehen,” but the labour pains are curiously for¬ 
gotten ; more so, judging from the agony the ob¬ 
server witnesses, than other pains affecting the 
body to as great a degree. It is important, I think, 
to insist, as I have done above, in the division of 
these cases of painless labour into two groups. * 
Possibly the first class includes those who feel 
little pain under any circumstances, such as those 
who will have several teeth extracted at a sitting 
without any anaesthetic; whereas possibly the 
“ Sleeping Labour ” cases may be anaesthetised 
by some substances derived from their own meta¬ 
bolism. 

The patients certainly present the appearance of 
being drugged. If this be so, may not such an 
anaesthesia be present in heavier or lighter degree 
in all cases, and possibly explain the forgetfulness 
of the pains of child birth ? Though poetical and 
beautiful the biblical explanation # does not cover 
the forgetfulness of the labour pains evinced in 
cases of illegitimate births, where there is surely 
no “joy that a man is born into the world.” 

December 28 th, 1916. 


* St. John, xvi, 21. 
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Weil’s Disease (Spiroehatosis Ictero- 
haemorrhagica). —Capt. Adrian Stokes and Capt. 
John A. Ryde, R.A.M.C., point out that interest 
in infectious jaundice has been revived by a mono¬ 
graph from the Japanese, Inado, Ido, Hoki, 
Kaneko and Ito (‘Journ. of Experimental Medi¬ 
cine,’ March 1st). Weil first described the disease 
in 1866. It is characterised by jaundice, pyrexia, 
haemorrhages, and the fact that it is apparently 
infectious, as these cases occurred either in wide¬ 
spread epidemics or localised groups, or some¬ 
times all the members of a single family were 
affected. In the British Isles the epidemic 
form is rare, but the family type of infectious 
jaundice is well known. Widespread epidemics 
have been reported from India, Africa, and the 
Near East. To quote the Japanese workers, “ In 
the western part of Japan there prevails an epi¬ 
demic and endemic disease characterised by 
conjunctival congestion, muscular pains, fever, 
jaundice, haemorrhagic diathesis, and albuminuria, 
which is known as Weil’s disease or febrile 
jaundice.” During the operations in the Gallipoli 
Peninsula there was a widespread epidemic of 
jaundice. 

Osier says : u The symptoms are at first gastric, 
then fever follows (with the usual concomitants) 
and jaundice, which may be slight or very intense, 
and as a rule albuminuria. The liver and spleen 
are often enlarged, and in the severe forms there 
are nervous symptoms and haemorrhages. There is 
often a secondary fever, and the attack lasts from 
10 days to 3 weeks. The course is usually favour¬ 
able ; fatal cases are rare in the United States, 
India, and South Africa, but in the Greek Hospital 
at Alexandria the death-rate was 32 among 300.” 

In 1914 Inado and Ito reported the discovery 
of a spirochaeta in the liver of a guinea-pig which 
had been injected with the blood of a patient who 
was suffering from Weil’s disease. In 1915 these 
writers came to the conclusion that this spirochaeta 
was the cause of the disease, and later they found 
that the blood of patients recovering contained 
substances protective against the spirochaeta. 
Further, they showed that when they injected the 
blood of patients with Weil’s disease during the 
first 5 days of the disease into the peritoneum of 
a guinea-pig, the animal developed albuminuria, 
pyrexia, and jaundice, and they found the spiro- 
chaetae in its liver and blood in large numbers. 
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They were able to pass the. infection from animal 
to animal. Experiments with normal people and I 
patients suffering from catarrhal jaundice pro- j 
duced no such result. Subsequently the Japanese ' 
workers were able to show the spirochaetae in the 
blood of patients. In two necropsies they found 
the spirochaetae in the liver in almost as great 
numbers as in the liver of the guinea-pig. In the 
early stages the spirochaetae are in the blood¬ 
stream, and as the illness progresses they disappear. 

In Flanders the writers' attention was called to 
the disease by the case of a man admitted with 
a temperature of 105° and deep jaundice. There 
was severe episftaxis necessitating plugging of the 
nares; haemorrhagic diarrhoea set in, and on the 
third day after admission the trunk and limbs were 
covered with petechiae ; death followed on the next 
day. Post-mortem multiple haemorrhages were 
found in the pleurae, pericardium and peritoneum. 
The bile passages were free and the duodenum was 
normal. This is the only case that we have seen 
in which the haemorrhages were of anything more 
than a trivial degree, and in this case they were 
apparently the immediate cause of death. 

About 15 cases of Weil's disease have been 
observed among British soldiers in Flanders. The 
writers have been able to confirm the discovery , 
of the Japanese workers as to the cause of the 
disease. There are generalized pains in the 
head and lower limbs. The patients complain 
of weakness and of feeling as if they had been 
beaten all over, and they are reluctant to move 
their arms or legs. They frequently complain 
of severe pain in the eyes; some complained of 
vague unlocalised abdominal pain. In the 
majority the pains appear to be muscular, the 
patient being unwilling to have his arm extended 
for the purpose of taking blood. All the patients 
on admission were very weak, and complained of 
unsteadiness and inability to stand. Most of them 
had been vomiting repeatedly, and in a few cases 
they had thrown up blood. Epistaxis is not very 
common. At the onset the temperature is high. 
On admission the most striking characteristic is 
the jaundice and the extreme injection of the con¬ 
junctiva, accompanied by great prostration. 

Alimentary system .—The tongue is very dry, 
brown, and fissured. Abdominal examination 
revealed enlargement of the liver in only one case, 
and in no instance was there enlargement of the 


spleen. All the patients were constipated. The 
stools were of normal colour and bulk. In some 
of these cases there was blood in the dejecta. In 
every case vomiting occurred in the early stages. 
Diarrhoea was not noted in any case. Appetite, 
which was lost during the period of pyrexia, returned 
as soon as the jaundice began to fade. In one 
fatal case there was uncontrollable haemorrhagic 
diarrhoea. 

Circulatory system .—The pulse-rate was, as a 
rule, slow in proportion to the pyrexia, and there 
was very definite slowing during convalescence. 

Nervous system. —Sleeplessness due to the severe 
pains was common in the early stages ; in the 
more grave cases torpor was noted, and in one 
fatal case this progressed to the “ typhoid state,” 
with rambling delirium and muscular tremors. 

Lymphatic system .—All cases showed enlarged 
glands. The pectoral group of the axillary glands 
were most often felt as discrete shotty nodes. 
Glands in the neck and groin were also felt, and 
these were sometimes tender. The spleen was 
never palpable, and percussion did not show 
increased dulness. 

The skin .—Varying degrees of jaundice were 
seen; it was usually of a lemon or orange tint, 
and never approached the greenish colour of 
obstructive jaundice. The colour rapidly decreased 
as convalescence began. Petechiae occurred only 
in one fatal case. 

The fever \—There was irregular pyrexia de¬ 
scending by lysis. Subnormal temperature was 
common in early convalescence, and also preceded 
death in one case.— Journ . Royal Army Med . 
Corps , p. 286. 
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SOME OBSERVATIONS UPON THE 
ELECTROCARDIOGRAPH, WITH 
NOTES OF CASES.* 

By JAMES ALEXANDER LINDSAY, M.D., 
F.R.C.P., 

Professor of Medicine in the Queen’s University of 
Belfast: Ex-President of the Section of Medicine 
of the Royal Academy of Medicine in 
Ireland. 


Amongst the recent advances in Medicine an 
important place must be assigned to the develop¬ 
ment of instrumental methods of observation in 
connection with the heart in health and in disease. 
These methods have opened a new chapter in 
cardiology, one which has already proved fruitful 
and whioii has promise for the future. While we 
cannot attach too much importance to procedures 
with which we have long been familiar, to a careful 
investigation of the whole clinical complex in heart 
disease, including history, causation, symptoms, 
and the data afforded by inspection, palpation, per¬ 
cussion, auscultation and radiography, there can 
be no doubt that the polygraph and the electro¬ 
cardiograph add new and important facts—facts 
not otherwise available. By their instrumentality 
the heart writes its own message, and the cardiac 
script can be interpreted, not yet, perhaps, per¬ 
fectly,’ but still with a certainty and precision 
which are constantly on the increase. The per¬ 
sonal factor is eliminated; we get the phenomena 
of disease at first-hand: observation is made for 
us; our task is that of interpretation. In many 
cases, of which heart-block and auricular fibrilla¬ 
tion are good examples, instrumental methods 
convert a clinical probability into a demonstrated 
certainty. Incipient or undeveloped lesions which 
tell a doubtful story in response to older methods 


* Read at the Royal Academy of Medicine in Ireland. 
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of investigation may reveal thfemselves unequlvo- j 
cally to^ the electric current and the recording 
needle. Physicians have long been in search of * 
some method of observation which would give 
definite evidence of myocardial changes. Our 
knowledge of valvular lesions may be regarded as 
fairly complete, but apart from such gross changes 
as hypertrophy and dilatation, we have all felt the 
difficulty of determining myocardial lesions. We 
have been obliged tq rely upon an inquiry into 
history, causation and symptoms. Physical ex- ] 
amination lias often yielded doubtful and equivocal 
signs. In such cases the electrocardiograph gives 
hope of effective reinforcement of our materials 
for diagnosis. Though the subject is still far from 
being completely elucidated, we may affirm that the 
electric current reacts in a different manner to 
healthy and to diseased muscle. Further, graphic 
methods records function, rather than anatomical 
conditions. As Lewis, to whose writings I am 
indebted for a large part of my information, says : 
—“Graphic work has dealt as severe a blow to 
the prestige of anatomical pathology as any it has 
received of late years. Not that I desire to depre¬ 
cate this line of study; but, clearly, as our prime 
business is with the living and not with the defunct 
organism, so the pathology of the wards must take 
precedence of that of the dead-house. Graphic 
records are records of function, normal or pervert; 
it is of pervert function that onr patients complain. 
Graphic work sharpens our perceptions; it provides 
facts which are intensely satisfactory as a basis for 
argument. The records are clear messages writ 
by the hand of disease, permanent and authentic 
documents, which silence dogma.” I am far from 
denying that the electrocardiograph is a very com¬ 
plex instrument. Its records are not always clear. 
Much remains to be determined, and it is possible 
to ask many-questions which do not at present 
admit of a precise answer. My own experience of 
the instrument is limited to a period of a little 
over a year, and, while the number of cases in¬ 
vestigated has been large, I feel myself an explorer 
in a difficult country ; I am very dependent upon 
the path hewed out and the landmarks erected by 
previous explorers, and I desire this communica¬ 
tion to be regarded as strictly preliminary, and any 
opinions which I may express beyond the range of 
elementary and admitted facts are to be regarded 
as tentative and provisional. 


History of electrocardiography. —The fact that 
the heart beat is accompanied by an electric dis¬ 
charge was first demonstrated by Kolliker and 
Muller in the year 1856. They laid the nerve 
of a nerve-muscle preparation upon the beating 
ventricle and noticed that at each contraction of 
the ventricle the nerve became excited. This is 
the foundation fact upon which the new science 
of electrocardiography rests. Waller was the first* 

I believe, to perceive that these electrical dis¬ 
charges were capable of graphic representation, 
while we owe to a Dutchman—Einthoven—the 
invention of a string galvanometer sufficiently deli¬ 
cate to give adequate records. This instrument 
“ consists essentially of a powerful electro-magnet* 
the poles of which are closely approximated; and 
of an extremely delicate conducting fibre of silvered 
quartz or glass which is stretched in the narrow 
gap between the two magnetic poles. If minute 
currents are led through this fibre, as it lies in the 
f magnetic field, the fibre moves in response to the 
! tested current in a plane at right angles to the 
lines of magnetic force across the gap. The 
magnified shadow of the fibre is vertical, and is 
projected by means of an optical system and 
powerful light on the horizontal slit of a camera ; 
the shadow moves at right angles to and across 
the slit, and the movements are photographed 
upon its sensitive plate which travels' behind the 
slit” (Lewis). The subject of electrocardiography 
has been studied by Kraus, Nicolai, Striibell and 
Samojloff, and in this country by Lewis, Parkin¬ 
son and others. The excellent works of Lewis, 
which constitute the most convenient accessible 
literature, have done much to popularise the sub¬ 
ject. In Belfast we are much indebted to the 
labours of my colleagues, Dr. Macllwaine and 
Professor Milroy. 

Mode of employment of the electrocardiograph. 
—I must refer you to the works of Lewis for a full 
account of the mode of employment of the electro¬ 
cardiograph, and shall content myself with a brief 
| statement. The patient is connected by wires with 
the galvanometer, and the actual contacts are 
I made when the limbs are immersed in salt water 
I and through porous pots containing zinc sulphate. 

\ Three “leads” are employed—viz., right arm and 
left arm, right arm and left leg, left arm and left 
leg. Precautions are taken to neutralise the cur- 
i rent derived from the skin. A standardiser is 
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employed to standardise the string excursion and 
to secure that all electrocardiograms may be com¬ 
parable, one with another. The resistance of the 
string must be large compared with the resistance 
of the body. Strings having resistance of from 
5,000 to 10,000 Ohms are suitable. 

Electrical phenomena of the normal heart .— 
Electrocardiography rests on the principles that 
electrically active muscle is relatively negative to 
inactive muscle, and that the direction which the 
excitation wave takes governs the form of the 
resulting curve. The excitation (electric) wave is 
not identical with the contraction wave. It pre¬ 
cedes it by an extremely short interval. Both 
waves are joint effects of a common cause—/. e ., 
certain chemical or physico-chemical changes which 
take place in the heart muscle. The excitation 
wave, like the contraction wave, takes origin at 
the sino-auricular node, in the angle between the 
superior vena cava and the right appendix. This 
node has been named by Lewis the “ pace-maker ” 
of the heart. From it arise the impulses which 
regulate the normal cardiac contractions, and many 
forms of cardiac arrhythmia are due to the fact 
that this regulating centre is disturbed in its 
function either by causes extrinsic to the heart or 
intrinsic to the organ. From this node also arises 
the excitation (electric) wave. From this point 
the excitation wave spreads radially in all direc¬ 
tions, running down the taenia terminalis into the 
tip of the right appendix, along the inter-auricular 
band to the tip of the left appendix, down the 
septum and into all the veins—caval, coronary, 
and pulmonary—against the blood-stream. The 
excitation wave passes up the superior vena cava 
and flows along it to a point well outside the peri¬ 
cardium ; it ends where the heart muscle ends 
and the venous muscle begins. The rate of trans¬ 
mission is approximately 1,000 mm. per second. 
From the auricles the excitation wave passes to 
the ventricles through the auriculo - ventricular 
bundle—the bundle of His. The precise mode 
of transmission of the excitation wave through the 
ventricles has not yet been completely made out, 
and the subject awaits further elucidation. The 
wave does not follow the anatomical arrangement 
of the cardiac musculature. The -superficial area 
which passes earliest into a state of excitation 
seems to be those portions of the conus of the 
right ventricle which join the inter - ventricular 


groove, whilst the latest region is the upper wall 
of the conus directly below the pulmonary valve. 
In the left ventricle the earliest area to feel the 
excitation wave is the extreme apex; the remain¬ 
ing portions of the chamber are affected almost 
simultaneously, while the last part to feel the wave 
is the basal attachment. A hundredth of a second 
measures the interval between the excitation of 
the apex and that of the other portions of the 
ventride. Experiment would seem to show that 
conduction in the ventricles is much more rapid 
than in the auricles. It is highest and approaches 
or surpasses 2,000 mm. per second where the 
muscle is thinnest. It is lowest and approaches 
400 mm. per second where the muscle is thickest. 
This principle is important, as it throws light upon 
certain electrocardiograms. The prqgress of the 
excitation wave is to be measured, not by distance, 
but by the nature of the tissues through which it 
must pass. Lewis sums up this subject as follows : 
—“ Distribution of the excitation wave in the 
auricle is expedited by the central position of 
the sino-auricular node and by a relatively high 
conduction rate—a relatively simple plan. The 
muscle of the ventricle conducts slowest because 
its function of distribution is a minor one; on 
the other hand, this, the driving chamber, is pro¬ 
vided with a special system of distribution, clearly 
arranged to provoke almost simultaneous con¬ 
traction ; this special system is endowed with 
conduction powers of the highest order.” 

The normal electrocardiogram . — Let us now 
see what is the nature of the message which the 
normal heart sends to us when consulted by the 
electrocardiograph. I show you several tracings 
of the normal heart. It writes a strange hiero¬ 
glyphic, and one which could be interpreted only 
by experiments upon the heart of the lower animals. 
It records^ the activity of the auricles and of the 
ventricles. The heart, with its different muscu¬ 
lar walled-chambers, shows a series of electrical 
variations corresponding to the t phases of activity 
in the various chambers. The string galvanometer 
responds to the electrical variations by moving to 
one or other side of the position of equilibrium of 
the string. In the electrocardiogram all move¬ 
ments above the line are due Ho the base of the 
heart being electro-negative to the apex, and all 
movements below the line to the reverse stkte of 
affairs. When we examine the photograph of the 
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string movements we observe a series of waves, 
“curves,” or “deflections,” which are repeated 
regularly, each series representing the cardiac com¬ 
plex with the intervening pauses. There are five 
“ curves,” to which the letters P, Q, R, S and T 
have been assigned. These letters are simply 
labels, and have no significance in themselves. 
In each group of waves there is first a small 
rounded wave, “P,” which is auricular in origin. 
Following this elevation the string is quiescent for 
a short period, and then there is a marked eleva¬ 
tion above the line of very short duration. This 
immediately precedes the ventricular form change 
and is termed the “ R” wave. In some, but not 
in all tracings, there intervenes between “ P ” and 
“R”a slight movement below the line which is 
termed the “Q” wave. The significance of this 
wave is not understood, and it seems to be of 
relatively small importance. Following the “ R ” 
wave there is in many tracings a slight movement 
below the line, which is termed the “S” wave. 
Although of minor importance, this wave throws 
light upon some of the phenomena of disease. 
After a short period the “ S ” wave is followed by 
a wave above the line, termed the 14 T” elevation, 
which has great significance. It corresponds to 
the period of active contraction of the ventricular 


muscle, and with its conclusion the iso-electric 
period or the period of quiescence begins. 

The precise mode of causation of these deflec¬ 
tions has not been fully made out, bilt depends, 
no doubt, upon the principles already enunciated. 
The interpretation of the “ curves,” so far as this 
has been made out, has been established in two 
ways — viz., by experiments upon the hearts of 
animals in which the form changes and the electri¬ 
cal phenomena are simultaneously recorded ; and, 
secondly, by the simultaneous employment of the 
polygraph and the electrocardiograph whereby the 
relations of the arterial and the venous waves to 
the electric waves are registered. 

Of the five “curves” or “waves,” “ P,” “ R,” 
and “ T ” are present in all normal hearts ; “ Q ” 
and “S” are often absent. “ T ” sometimes 
varies in direction. It is always upright in healthy 
individuals in lead II, and its reversal . in this 
lead has great significance. “R” and “S”show 
variations in apparently healthy subjects, probably 
dependent upon the relative preponderance of the 
musculature in the right and the left ventricle 
respectively. These variations are accentuated in 
disease. The “curves” are modified by age, the 
chief change being a decrease in the amplitude 
of “T” as the subject becomes older. Exercise 



Fig. i.—N ormal cardiogram. 
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causes an increase in the amplitude of “ T.” The 
variations in the normal electrocardiogram are 
many, and add much to the difficulty of the sub¬ 
ject. We have no precise “ norm,” but this is 
only to be expected from the nature of the case. 
No two hearts are structurally identical, and no 1 
two hearts can, therefore, give quite the same re- j 
sponse to the electrocardiograph. 

Relation of the heart sounds to the electro - 
cardiographic curves .—The first sound of the heart 
begins about sec. after the curve “ R ”—/>., 
this curve precedes the systole of the ventricle by 
a very brief interval. The second sound is usually 
co-incident with the end of the “T” curve, but 
may precede or follow the end of this curve by 
an interval which does not exceed sec.—/>., we 
may take the end of “ T ” as for practical purposes 
synchronous with the close of the semi-lunar valves. 

The electrocardiograph in diseased conditions 
of the heart. —I propose now to pass in review 
the principal morbid conditions of the heart in 
which the electrocardiographic tracings give defi¬ 
nite information of proved value and importance. 

I shall confine myself to conditions of primary 
importance in which the value of the instrument 1 
admits of no question. Let us consider the follow¬ 
ing conditions, viz.:— 

1. Heart block. 

2. Auricular fibrillation. 

3. Auricular flutter. 

4. Myocardial degeneration. 

5. Extra systoles—auricular and ventricular. 

6. Hypertrophy of the ventricles. 

1. Heart block. —The first clear recognition of 
heart block is to be attributed to two eminent 
Dublin physicians, and under the title of the 
Stokes-Adams syndrome has long been familiar to 
students of medicine. It was recognised as a 
clinical entity, and many theories, which are now 
obsolete, were propounded as regards its pathology. 
We now know that it is due to disease of the 


] auriculo-ventricular bundle—the bundle of His— 
j and that the symptoms are dependent upon inter¬ 
ruption of the auricular stimulus to the ventricles. 
In its florid or fully-developed form the disease is 
easily recognised—the combination of bradycardia, 
syncopal or epileptiform seizures and respiratory 
abnormalities constituting a very definite clinical 
picture. In its milder forms, however, diagnosis 
can seldom rise above the level of probable con¬ 
jecture. Both the polygraph and the electro- 
1 cardiograph throw important light upon cases 01 
heart block, either partial or complete. The 
former instrument shows a prolongation of the 
“ A-C ” interval, the latter a prolongation of the 
“ P-R ” interval. This interval occupies normally 
•18 sec. If it exceeds *2 sec. the condition is patho¬ 
logical. I show you a number of tracings in which 
this interval amounted to more than Jth sec. In 
complete heart block the auricle and the ventricle 
beat with their own rhythm—the former at a rate 
of 70 or more, the latter at a rate of 30 to 40 per 
minute. In one of the tracings which I show you 
the auricular rate is 74 and the ventricular 38 per 
minute—/. e., practically a 2 to 1 heart block ; in 
another tracing you will observe that there is a 
4 to 1 heart block, the auricles beating four times 
to each ventricular contraction. Prolongation of 
the “P-R” interval is the first sign of commencing 
heart block. In one of the tracings you will notice 
that this interval exceeds -Jth sec. As the con¬ 
dition progresses, this interval is further prolonged. 
After a time there arise occasions when the ven¬ 
tricle fails to respond to some of the auricular 
systoles, and we get what is somewhat inaptly 
styled “intermission ” of the pulse. I show you a 
cardiogram illustrating this phenomenon of “ inter¬ 
mission ” or “ dropped beat.” At a still later stage, 
as I have already pointed out, there is complete 
interruption of the auricular stimuli to the ventricle, 
and auricle and ventricle act independently, each 
preserving its own rhythm. 



Fig. 2.— Complete heart block. 
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Fig. 3.—Partial heart block. 

Heart block is due to lesion or temporary in- | beyond a certain point, will cause heart block. It 
capacity of the A-V bundle. It is most often | is important to remember that this drug, and the 
due to degenerative changes in the bundle, often other cardiac tonics of allied nature, are contra- 
arterio-sclerotic in type. Syphilis is an occasional indicated in this disease. 

cause. Toxic causes may operate as in diphtheria. 2. Auricular fibrillation. — In this condition 
Rheumatic endocarditis may be accompanied by the auricles no longer contract. They are dis- 
various degrees of heart block. Digitalis, if pushed tended in diastole, and their surfaces can be seen 
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Fig. 4,—Auricular fibrillation. Myocardial degeneration 
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to present irregular, tremulous, flickering move¬ 
ments. Their function of propelling the blood is 
in abeyance, but they continue to send forward to 
the ventricles irregular stimuli, exciting them to 
frequent irregular contraction, and causing an 
extreme type of arrhythmia. Auricular fibrillation 
may arise in any form of failing heart, but is most 
typically seen in mitral stenosis and in certain 
forms of myocardial degeneration. I show you 
cardiograms exhibiting auricular fibrillation in 
mitral stenosis, mitral reflux, and myocardial 
disease. The cardiogram is quite characteristic. 
The deflection “ P 41 has disappeared, and is re¬ 
placed by a series of wavy lines of low elevation. 

Auricular fibrillation is commonly regarded as 
a serious condition, usually persistent when once 
established, and involving a grave prognosis. Our 
experience in Belfast throws some doubt upon 
these affirmations. We have found auricular fibril¬ 
lation present in some cases, probably of toxic 
causation, where it was not expected, and where 
cardiac symptoms were slight or absent. 

Auricular fibrillation usually persists when dis¬ 
turbed compensation has been restored. 

Auricular fibrillation is an indication for the use 
of digitalis, which has often an excellent effect. 
It is an interesting question how the drug acts— 
whether by increasing the muscular tone of the 
auricles and ventricles, or by producing partial 
heart block, and so checking the irregular auricu¬ 
lar stimuli to the ventricles. It will not be for¬ 
gotten that when the remarkable influence of 
digitalis upon the heart was first established, the 
drug was called the “ opium of the heart.” Later 
views rejected this doctrine in favour of the theory 
that digitalis is essentially a cardiac tonic. It will 
be curious if the electrocardiograph causes a rever- | 
sion to the earlier view. I do not feel justified in 
expressing any positive opinion upon this point, 
which I content myself with throwing out for dis- | 
cussion. 




3. Auricular flutter .—In this condition, which 
has only been recently recognised, the auricles 
contract at an extremely rapid rate, the ventricles 
beating in response to each second, third or fourth 
auricular contraction. I show you two cardio¬ 
grams of this condition. In one the auricles are 
beating twice as often as the ventricles, and partial 
heart block is present. In the other the auricular 
rate is 304 and the ventricular approximately 120. 
This condition is most common in the elderly, and 
the heart’s action, while extremely rapid, continues 
regular. The cardiogram is quite characteristic. 
The “ P ” wave is well marked, and is repeated 
several times before the ventricular phase begins. 
Partial heart block exists, the ventricles refusing to 
respond to all the auricular stimuli, in most cases 
responding to each alternate stimulus. Syncopal 
attacks are common. Lewis suggests that paroxys¬ 
mal tachycardia may in some cases be due to the 
ventricles taking on the auricular rhythm in the 
subjects of auricular flutter. The question awaits 
further elucidation. Mackenzie holds that tachy¬ 
cardia is due to a dislocation of the seat of rhythm 
from the sinus centre to the A-V node. 

4. Myocardial degeneration. — I have already 
remarked upon the difficulty of diagnosticating 
myocardial changes, except in advanced cases, by 
the ordinary clinical methods. Any addition to 
our materials for diagnosis in these cases would be 
welcome. I show you four cardiograms of cases 
where myocardial disease was diagnosticated. The 
most constant change in the tracings is an inverted 
“T” in the second lead. If further experience 
strengthens our reliance upon this sign, the gain to 
clinical medicine will be great. 

5. Extra systoles—auricular and ventricular .— 
Exira-systoles are premature contractions, either 
auricular or ventricular, probably explained as due 
to stimuli*arising at some point in the cardiac 
musculature other than the sino-auricular node. 
They may also be due to causes extrinsic to the 


Fig. 5.—Auricular flutter. 




36 


THE ELECTROCARDIOGRAPH 


[ Clinical Journ . 



Fig. 6.—Auricular flutter. 



Fig. 7.—Partial heart block. Myocardial degeneration. 


heart, such as an excess of accelerator action. 
Extra-systoles have many causes—organic change, 
toxic conditions, neurosis, etc.—and hence many 
varying degrees of importance. They are often 
of slight gravity, and may occur in conditions of 
perfect health. The cardiograms are easily recog¬ 


nised. I show you two examples. In the one 
upon the screen auricular fibrillation is also 
present. 

6 . Hypertrophy oj the ventricles .—A study of 
tracings in ventricular hypertrophy shows that in 
right ventricular hypertrophy we find in lead I a 
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Fig. 8 . —Auricular fibrillation. Myocardial degeneration. 



-Left ventricular hypertrophy. Extra-systoles. 


small “ R ” and a prominent “ S,” while in lead new-born child, in whom there is a~relative pre- 

III w r e get a small “S” and a prominent “ R.” ponderance of the right ventricle. Right ventricu- 

In left ventricular hypertrophy the conditions are lar hypertrophy is best studied in leads I and II, 

reversed. As Lewis points out, the former are left in lead III. I show you several cardiograms 

the curves which are found in the heart of the in which these points are illustrated. 
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The electrocardiograph and valvular lesions .— 

It is evident from the very nature of the case that [ 
the electrocardiograph cannot be expected to throw 
any direct light upon valvular lesions. Its message 
is from the musculature of the heart, not from the j 
valves. We may have important lesions of the 
valves with a normal electrocardiogram. The 
claim that with a normal tracing of the electro¬ 
cardiograph we can dismiss the existence of serious 
heart mischief is one which cannot be sustained. 
On the other hand, valvular lesions, sooner or ( 
later, and often sooner rather than later, involve 
important consequences for the cardiac muscle, j 
and these consequences will, clearly or obscurely, 
write their story upon the electrocardiograph. 
Further, a good many cases of valvular defect are 
accompanied by some degree of heart block, and 
the detection of this important complication is one 
of the most valuable aids which we may expect 
from the instrument. It is true that valvular 
lesions, thanks to the labours of generations of 
clinicians, amongst whom the names of Stokes and 
Corrigan stand high in the roll of honour, are for 
the most part capable of ready recognition by the 
ordinary clinical methods, which may seem hardly 
to require reinforcement by the newer instru¬ 
mental procedures. But in recent times we have 
come more and more to recognise that the patient’s 


fortunes stand or fall by the condition of his heart 
muscle, and that valvular defects owe their sig¬ 
nificance and importance to their effects upon 
his heart muscle. Any method which promises 
information regarding the condition of the cardiac 
musculature will be welcome, but we must never 
forget that the electrocardiograph speaks a language 
of its own—a language of which the alphabet is 
composed of electric weaves—and that the relation 
of electrocardiographic tracings to cardiac efficiency 
or inefficiency involves a process of interpretation 
sometimes easy but often difficult. * 

It cannot be said that any of the valvular lesions 
have a characteristic cardiogram. The nearest 
approach is seen in the case of mitral stenosis. 
In this lesion there is usually a well-marked u P ” 
wave which is often broad, flattened or bifid. Of 
this latter condition I show you an example. 
Auricular fibrillation is relatively frequent in mitral 
stenosis, and most of these cases show some degree 
of right ventricular preponderance. Mitral regurgi¬ 
tation has no characteristic cardiogram, nor has 
aortic disease. Left ventricular preponderance is, 
of course, common in these lesions and will affect 
the tracings. 

The electrocardiograph and the cardiac arrhyth¬ 
mias .—The time is not remote when the cardiac 
arrhythmias constitued one of the most obscure 
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4 Uid perplexing fields of clinical medicine. That tween the neurogenic and the myogenic theories 
they are now capable of classification and interpre- of the cardiac contraction. It has afforded a ready 
tation we owe largely to the polygraph and the means of disentangling the maze of the cardiac 
♦electrocardiograph, Mackenzie’s work, in particu- arrhythmias and of easily recognising such con- 
lar, having rendered much former observation ditions as heart block, auricular fibrillation, and 
obsolete. Several forms of arrhythmia have been pulsus alternans. But I should be the first to 
already considered, viz.—those depending uppn deprecate any exclusive reliance upon instrumental 
auricular fibrillation, heart block and extra-systoles, methods in the study of heart disease. There are 
JLet us consider some of the remaining types. lesions regarding which the electrocardiograph is 

{a) Sinus arrhythmia. silent. A normal electrocardiogram is no guaran- 

In this variety there is a variation in the diastolic tee of a normal heart. The final test of cardiac 
period, the systolic period remaining constant, sufficiency or insufficiency is the appeal to experi- 
JEach beat is propagated from the normal pace- ence. Clinical observation in the broad sense of 
maker, the sino-auricular node, and the electric the term is in the long run more trustworthy than 
-curve is formed of the usual complexes, the irregu- * any form of mechanical or instrumental record, 
larity being evidenced only in the disposition of but the two should supplement, not supplant, each 
the beats. The size of the pulse waves remains other. Science, it has been well said, is essentially 
•constant. The irregularity diminishes or disap- j measurement, and to the measurement of the com¬ 
pears with increase of the pulse-rate. It is much j plex phenomena of cardiac disease instrumental 
influenced by respiration. The causes of this i methods make an important contribution, 
type of arrhythmia are extrinsic to the heart, and j 
depend upon variations of vagal tone. The con¬ 
dition is of little importance, and no special treat- Separation of the Buttocks.— J. C. Silliman 
•ment is required. I show you an example. points out that occasions arise in which examina- 

(b) Pulsus alternans. j tion of the anus or the contiguous skin is 

In this variety the rhythm is regular, but the 1 neC essary, or some minor operation of the area 

beats are alternately large and small. This con- j ; s indicated, but the*patient objects to a third 
•dition is not usually perceptible to the finger. It 1 p erson (assistant). At times, as in private homes, 
is readily recognised in the cardiogram. It is a ' ass j sta nce on similar occasions is lacking. Being 
serious condition, indicative of serious exhaustion j C0n f r0 nted with such a case (the removal of a 
of the heart muscle, and calls for prolonged rest ( sma u external haemorrhoid), he was much annoyed 
and treatment. by t be falling together of large, soft, flabby 

Concluding remarks. — The electrocardiograph . buttocks. This disadvantage was quickly over- 

is the most complicated instrument ever intro- j come by the s j mp i e expedient of applying a 
•duced into clinical medicine, and its routine 2-inch strip of surgical adhesive plaster to each 
•employment in ordinary practice presents great , buttock> and by a ban dage which united the ends 
•difficulties. It is a marvel of ingenuity, and I | j n f r0 nt, pulling the buttocks apart. The adhesive 
feel that with my limited experience I should slips are app ij e d about an inch from the anus, 
speak with the utmost caution and diffidence, j transve rsely to the axis of the body, and closely 
The little that I know on the subject has been j attached to the sk j n f or , say, 6 in. It is a great 
.learnt mainly from the labours of others and a ; relief to the oper ator to witness how easily the 
study of the literature, which is still scanty. The i buttocks are separated by this means and what an 
•electrocardiograph, even more than the polygraph, ] excellent field tbis simp i e me tho d provides. It 
has profoundly affected the study of cardiology, j js painless> quickf cbeap , and efficient, and, best 
It has compelled us to think out the old problems | of alI> may be applied at any time or place when a 
from a new angle. It has helped to fix attention roU of adhes i ve j s ava ilable.— Journ. Amer. Med. 
upon the cardiac musculature, rather than upon | £ ssoc p 1445. 

*the cardiac valves. It has enabled us to differen- j 
4 iate auricular from ventricular action. It has 
rendered % obsolete the age-long controversy be- j 
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LECTURES ON URETHRITIS.* 

By FRANK KIDD, F.R.C.S., 

Surgeon to the London Hospital. 

Lecture I. 

Etiology .—Urethritis is in most instances estab¬ 
lished by the direct implantation of a specific 
bacterium, the gonococcus of Neisser. Do not 
forget that it may be caused by other germs, such 
as colon bacilli, streptococci, staphylococci, and so 
forth. Investigate all urethral discharges under 
the microscope. In a consecutive series of ioo 
cases, a gonococcus was found in 84, a strepto¬ 
coccus in 5, a staphylococcus in 11 cases. 

The disease is contracted by the male in the 
majority of cases by connection with an infected 
woman. A man may contract the disease even 
though he has used a condom. I have known 
many instances of this. He probably infects him¬ 
self by soiling the urethra with the fingers after he 
has removed the condom, or by washing the penis 
afterwards in an infected utensil; or the condom 
may have broken. Urethrifts, due to other germs 
than the gonococcus, may be contracted from a 
woman who is menstruating, from a woman who 
has non-specific vaginitis set up by causes such as 
an unclean pessary, or by rectal coitus. I have 
instances of all these. Before the war I had seen 
only a few undoubted instances of urethritis con¬ 
tracted from infected towels, bathing drawers, 
water-closets. Since the war I have seen a 
number of cases contracted from these sources, 
as the soldiers are often thrown together at the 
front, or even in camp at home, under conditions 
which favour such contagion. 

Spontaneous or hematogenous urethritis .—I have 
on several occasions observed a man develop a 
slight urethritis at the onset of measles, no germs 
being distinguished in the discharge, but only pus 
and epithelial cells. These discharges have cleared 
up without treatment. I have also observed a 
case of mumps that began with orchitis and slight 

* A course of lectures on venereal diseases delivered at 
the London Hospital. These lectures, with additional 
notes and illustrations, will shortly be published by Long¬ 
mans Green & Co. 


purulent urethral discharge. I have also observed 
several cases of spontaneous urethritis due to the 
colon bacillus in men .who were very run down, 
who had not been exposed to infection, and who 
developed urethritis with or without simultaneous 
attacks of haematogenous prostatitis and pyelitis. 

Surgical anatomy of the urethra .—The urethra 
is divided into two portions. The point of division 
is the compressor urethrae muscle (“cut off* 
muscle) which surrounds the membranous portion. 
In front of the muscle lies the anterior urethra y 
6 in. long. This consists of: 

(1) The meatus , which is the narrowest portion 
of the canal, the calibre being 24 Charrifere in* 
average individuals. 

(2) The fossa navicularis , one in. long, and con¬ 
taining usually one large gland on the roof, the 
lacuna magna. (Calibre 30-35 Charri&re.) 

(3) The penile or pendulous portion , distal to the 
scrotum, containing on the roof numerous glands 
or follicles, and being very resistant to dilatation. 
(Calibre 28-30 Charrfere.) 

(4) The bulbous portion , extending to the com¬ 
pressor muscle, containing only a few large glands, 
usually on the roof, and being very dilatable.. 
(Calibre 40-45 Charrifcre.) 

The mouths of Cowpers glands open on the 
floor of the bulb, but these can hardly ever be 
seen by the urethroscope, and, in my experience, 
are found infected only very rarely. 

The compressor urethree is a powerful voluntary 
muscle, which passes into spasm on the slightest 
provocation, as by the stimulus of antiseptics or 
instruments on the mucous membrane. It can be 
relaxed only by an effort of will, or by desensitising 
the mucous membrane with novocain or stovaine. 

No glands of any importance open into the 
membranous urethra, and this part of the canal 
hardly ever acts as a reservoir of latent urethritis* 
though it is sometimes the site of troublesome 
strictures soft and hard. 

The posterior urethra .—This is between one and 
two in. long, and is one of the most highly sensi¬ 
tive and absorptive mucous membranes in the 
body. Half a grain of cocaine in the deep urethra 
is absorbed in a few minutes, and may kill a patient. 
A few bacteria carried into the deep urethra by arv 
unclean instrument will set up a rigor, and may even 
lead to death from septicaemia. Treat the deep* 
urethra with the utmost care, gentleness, and respects 
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The deep urethra has a calibre of 35-40 Charri£re. 
The roof and sides are seldom provided with 
glands. On the floor lies the verumontanum, a 
sensitive erectile structure, on the apex of which 
open the ejaculatory ducts, guarded each by a 
powerful sphincter muscle. On each side of the 
verumontanum open numerous ductules of the 
prostatic glandular tubules. The uterus mascu- 
linus lies in the centre of the verumontanum, and 
is a bogey often cited to explain failure to cure. 
Actually it is seldom a factor of importance in 
keeping up a discharge. 

The posterior urethra is cut off from the bladder 
by a weak involuntary muscle, the internal sphincter 
of the bladder. It used to be taught that the 
bladder and deep urethra were practically one; 
and that the internal sphincter did not keep the 
urethra shut off from the bladder. I am convinced, 
from observation, that this is not true, and that in 
the majority of cases the internal sphincter is a 
potent cause in keeping urethritis from spreading 
to the bladder. The bladder mucous membrane 
also seems to be highly resistant to the gonococcus. 
In practice, therefore, consider the deep urethra as 
distinct from the bladder. 

The urethra is not a simple tube; if it were so, 
urethritis would be a simple disease. The tube 
needs to be kept moist so that the walls, naturally 


in a state of collapse, can be separated widely 
during the passage of urine without tearing. For 
this purpose mucus-secreting glands of various 
sizes are provided in the w'alls of the tube : “ glands 
of Littr£,” “follicles,” “lacunae of Morgagni,” 
“prostate glands,” “vesiculae seminales.” The 
mouths of the glands point forwards. 

If the healthy urethra is inspected with the 
urethroscope the mouths of these secreting glands, 
glistening with mucus, can be seen chiefly on the 
roof. The glands keep the mouths of the canal 
moist and glistening. In exceptional cases glands, 
both small and large, are found on the floor or 
sides of the canal. 

The mucous membrane is lined by epithelial 
cells, stratified in the fossa, but further back 
columnar. Underneath is a submucous areolar 
coat rich in elastic fibres and blood-vessels, which 
merges with the muscular and cavernous tissues of 
the corpus spongiosum. Directly underneath the 
submucous coat is a well-defined layer of inter- 
striped muscle fibre disposed in circular rings. 
These rings are very obvious on urethroscopic 
examination. Underneath this layer lies the caver¬ 
nous tissue of the corpus spongosium. The 
lymphatics of the front portion of the urethra lead 
to the glands of the groin on both sides. The 
lymphatics of the deep urethra and prostate lead 
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the hypogastric and external iliac glafids, and so to 
the lumbar glands. 

Look upon the urethra then as a tube divided 
into two parts. 

(1) The anterior portion , non-absorptive 
and easily accessible. 

(2) The posterior portion , very sensitive and 
hard to get at. 

Look upon these two portions of tube not as 
cylinders with smooth walls, but as cylinders with 
numerous perforations in their walls, these perfora¬ 
tions leading to blind tubes or glands of varying 
length and complexity. 

Urethritis (gonococcal). —After implantation in 
the fossa navicularis, the gonococcus lies ap¬ 
parently dormant for a period of 2 to 7 days, 
during which time it is multiplying into many 
myriads. In 180 cases the average incubation 
period was 7 days, the shortest one day, and 
the longest 21 days. At the end of the incuba¬ 
tion period the germs, now present in vast 
quantities, elaborate toxins, which irritate the 
tissues and set up inflammation. As a result an 
exudation is poured out from the blood-vessels 
into the urethra, and appears at the opening of the 
urethra as a yellow purulent discharge. The urine 
passing ovef the inflamed urethra causes pain. 
During the incubation period the victim does not 
know that he or she has any infection, and coitus 
often takes place, with consequent spread of the 
disease. In this way married men or women who 
have gone astray have given the disease to their 
wives or husbands before they have realised that 
they are infected. In 180 cases 24 married men 
were found, 6 of whom had thus infected their wives. 
Of these 24, 15 had contracted it from women 
other than their wives. The remainder had un¬ 
doubtedly got it from their wives who had gone 
astray. 

Do not be deceived because the incubation 
period seems to have been unduly prolonged. In 
reality the patient has had a mild discharge and 
has not noticed it, and only a bout of alcohol or 
excessive coitus or some debilitating factor has 
brought on a more profuse and therefore obvious 
‘discharge. 

In cases of urethritis the germs ascend the 
urethra at varying rates. If the germs are very 
virulent or if the patient is very run down in health 
and indulges in excessive alcoholic or sexual 


excitement the germs may ascend quickly and 
reach the deep urethra in a few days. In the 
average cases it is 10 days to a fortnight before it 
gets as far as the deep urethra and in some cases 3 
or 4 weeks. How the gonococcus ascends we do 
not know. All we know is that if we urethroscope 
during the early acute stage (a practice I do not 
advise) we can see quite clearly how high the 
inflammation has spread. We see the walls of the 
tube highly inflamed for some inches and then 
quite suddenly we see the mucous membrane pale 
and healthy. Evidently the germ grows steadily 
upwards in the ordinary cases; but in hyperacute 
cases it ascends by some process the nature of 
which we do not exactly know. 

As the gonococcus spreads up the canal it sinks 
into the mouths of the glands and also sinks into 
the areolar and muscular tissue beneath the base¬ 
ment membrane, and in severe cases it reaches the 
dorsal lymphatics and the glands of the groin. 
The blood vessels dilate and pour fourth plasma 
and pus cells (inflammation). The mucous mem¬ 
brane can be seen to be red and swollen and bathed 
in pus : and pus can be seen pouring out of the 
glands of Littr£, the glands themselves being swollen 
so that their bodies project into the lumen of the 
canal. 

When the germs reach the deep urethra (58 per 
cent, in 180 consecutive cases that came up to be 
examined, but almost invariably in untreated cases) 
they penetrate the tubules of the prostate gland and 
the seminal vesicles, so that these glands can be felt 
per rectum as hot and swollen. In 15 per cent, of 
posterior cases the germs spread to the testicles, 
but they very seldom reach the bladder, and hardly 
ever the kidneys. The only evidence of bladder 
infection is greatly increased frequency of micturi¬ 
tion. Most cases labelled as gonococcal cystitis 
are realy cases of deep urethritis. The bladder, 
unlike the urethra, is highly resistant to the gono¬ 
coccus. 

If a case comes to us before the disease has 
spread to the deep urethra, and if we at once insti¬ 
tute irrigation or injection treatment, then it is most 
exceptional to find the disease spreading at a later 
date to the deep urethra. It is most important to 
recognize this fact. 

If a large number of cases in the early acute 
stage are observed clinically it will be noted that 
on the average it takes about ten days to a 
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fortnight before the germs reach the deep urethra arid 
prostate , though there are exceptions to the rule in 
hyperacute cases. This fact is of vital importance . 
During the early stages the germs, being confined 
to the anterior urethra, are easily got at by means 
of antiseptic applications, and can be got under 
control and prevented from spreading to the 
deeper parts. The disease can then be cured in a 
few weeks, often indeed in a week. This is a fact 
that has not been widely appreciated. A fatal 
doctrine has been taught in many of the English 
schools, namely, that in the early acute stages 
injections should not be used. This is a most 
pernicious fallacy, and needs to be eradicated from 
the mind of the profession. Evidence gathered by 
modern clinical observers goes to disprove this 
fallacy. Experience shows that it is in the early 
stages that antiseptics properly applied in suitable 
strengths can cure the disease quickly. Antiseptics 
used to be applied in unsuitable strengths, and 
that is why this fatal doctrine grew up. 

Pace Almroth Wright, no disease illustrates 
better than acute urethritis the favourable reaction 
of purulent tissues to the application of suitable 
antiseptics, and this reaction can be used as 
a constant and living proof of the fallacy of 
some of Wright’s statements or “postulates eg. 
“These general truths are firmly based upon 
experiment. It can be demonstrated that none of our 
ordinary antiseptics extirpate microbes . . . 

in purulent discharges” (“Treatment of Infected 
Wounds,” Sir Almroth Wright, * Lancet,’June 17th, 
1916, p. 1203). 

Anterior urethritis, if left alone or treated by 
vaccines, or irrigated only with salt solution, spreads 
rapidly upwards. If, in the same purulent stage, 
potassium permanganate in suitable strengths is 
applied to the suppurating mucous membrane of 
the anterior urethra by injections or irrigations, the 
-discharge is at once lessened, and in a few days 
disappears, and with it the germs that caused the 
inflammation. In other words, “ it can be demon¬ 
strated every day that an ordinary antiseptic, 
potassium permanganate, in suitable concentrations 
can extirpate microbes (gonococci) in urethral 
purulent discharges.” These “general truths” 
may be firmly based upon experiments in the 
laboratory, but they are found not to hold in the 
out-patient department. 

If a case is left alone, or treated simply by rest 


1 


in bed, medicines or vaccines, what happens? Or 
if a case comes to us in which the disease has 
already spread to the deep urethra, what happens ? 

If we observe a large number of case's we find) 
that almost invariably the disease spreads to the \ 
deep urethra in the course of 10 days to 3 weeks, j 
and sets up acute inflammation in the stricture. 
The inflammation in the deep urethra remains acute 
for at least 5 weeks from the first sign of urethral 
discharge , and very often for as long as 7 or 8 
weeks . During this stage of acute deep urethritis 
the patient is in a hyper-sensitised state, and it is 
very easy to upset the equilibrium between the 
germs and the tissues and to set up blood infection. 
This explains why considerable wisdom, clinical 
knowledge, and judgment are required in the 
treatment of acute deep urethritis, and why such 
good results are obtained if the patient can be con¬ 
fined to his bed. At the. end of this period of 
5 to 8 weeks the inflammation suddenly dies down, 
and the patient seems to develop partial immunity ; 
that is to say, he is no longer in a hyper-sensitised 
state, and he ceases to produce very much pus. 

It then becomes possible to employ strong treat¬ 
ment for the deep urethra, and it is much harder 
to upset the balance by unwise treatment. It is 
then safe for the patient to get about, take exercise, 
and try to get fit. At the same period the gono¬ 
coccus clearly becomes modified also ; that is to 
say, it ceases to produce an intense irritant poison, 
and does not easily invade the blood-stream and 
irritate the body into producing a large amount of 
discharge. A few cases undergo natural resolution 
at this stage, but only a few. The patient often 
thinks he is cured, as all burning and pain ceases, 
and urethral discharge is hardly noticeable. A1 
the same, this state of mind is only due to lack o 
close observation. A careful observer will note a 
little gleety discharge in the morning on rising, or 
will notice threads in the urine, or even a slight 
turbidity of pus in the urine. A really careful 
scientific trained worker can soon detect the fact 
that the man is not cured, but has passed into the 
chronic stage; or, in other words, has become a 
“ gonococcus carrier.” If he examines the threads I 
he will find pus cells and a few gonococci in them. \ 
If he examines the prostatic secretion micro¬ 
scopically he will find pus cells and gonococci. If 
he uses the urethroscope he will find infected 
glands of Littr£ or patches of submucous infiltra- 
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4 tration where the gonococci are still lurking under 
'the mucous membrane, and setting up patches of 
chronic inflammation (= early stricture and soft 
' stricture.) These facts can readily be detected by 
a trained clinical observer, but are usually con¬ 
veniently ignored by those who are after short cuts 
to cure, a very fatal thing for progress. 

In other words, there is a chronic urethritis 
which has been largely neglected in the past both 
1 both by patient and doctor, so that the patient is 
told that he is cured, and goes about spreading 
the disease to other people. If this chronic stage 
did not exist the gonococcus would have died out 
long ago. Very few people copulate willingly 
! when suffering from profuse urethral discharge, 
but they are only too ready to return to their old 
ways when they have entered the chronic stage of 
urethritis, especially if they have been told by their 
l medical advisers that they need not worry about a 

1 slight gleet or a few threads, or have been told to 
“let it rip,” that classical phrase of the mentally 
inert. 

Notes on Symptoms and Signs. 

I do propose in these lectures to describe in 
detail the ordinary symptoms of acute urethritis 
such as burning and discharge and so forth, as they 
are sufficiently well-known both to the doctor and 
to the layman. What I do want to emphasize is 
that these are only the signs and symptoms of the 
early acute stages (5-8 weeks). What I want to 
+ bring to your notice is the importance of not 
neglecting the signs and symptoms of the chronic 
* stage. In the chronic stage there may be a slight 
gleet noticed only in the mornings (“goutte mili- 
t taire,” “ bon-jour drop”), or there may be nothing 
t more than a few threads in the urine. A man in 
the chronic stage may pass perfectly clear urine 
for weeks at a time, containing not a trace of pus or 
I. threads ; yet in such a case, if we massage the pro- 
k ] state and vesicles, we may find the secretion full of 
, pus cells and gonococci. This is particularly true 
when the disease is confined only to one vesicle. 

I The mouth of the vesicle tends to become 
occluded, and the gonococci may only come out 
during excessive coitus, or after an excess of 
► alcohol. 

Another very important fact to note is the effect 
of chronic prostatitis on the general health. A 
man with chronic prostatitis may lose a stone in 


weight, may become severely neurasthenic, and', sa 
depressed as to be suicidal. This neurasthenic 
condition is often aggravated by a low meat-free 
diet which the patient has adopted on the advice 
of his doctor. All this vanishes with the cure of 
the prostatitis. Probably a chronic toxaemia is 
responsible, or it may be that conscious irritation 
of the complex nerves of the prostate, with their 
close emotional connection in the mid-brain, may 
be the cause of the nervous depression. Re^ 
member that nothing helps so much in the cure 
of a chronic prostatitis as cheerful suggestion and 
attention to the general health. Sea-air, a generous 
diet, and open-air exercise are the most important 
elements in success in treatment. 

Another clinical fact should be emphasised. I 
find that a very large number of cases labelled as 
chronic sciatica, chronic lumbago, chronic rheu¬ 
matism originate in an unsuspected gonococcal 
focus in the prostate or seminal vesicle. In such 
cases the doctor is often content to squeeze the 
urethra, and, if no discharge is obvious, then he 
dismisses gonorrhoea as a possible cause. More 
careful observers may even look at the urine : but 
here again in many cases not even threads are to 
be seen, let alone pus. The only way to exclude 
chronic gonorrhoea as a cause of obscure rheu¬ 
matism is to massage the prostate and vesicles, 
and examine the secretion under the microscope. 
If pus is detected, then the cause has probably 
been found. If treatment to the cause is insti¬ 
tuted, in 6 weeks to 3 months all the pains vanish, 
and a brilliant cure is obtained. 

Fever .—There is another clinical sign to which 
I would like to call attention. So long as the 
disease is confined to the anterior urethra we 
seldom, if ever, find fever. It seems clear that 
the anterior urethra is a highly resistant surface, 
and does not allow the passage of fever-producing 
poisons into the blood. Once the disease has 
spread to the deep urethra fever is quite common, 
especially if the patient is not at rest in bed. The 
deep urethra is a highly absorptive surface, and 
lets through at once the fever-producing poisons. 
Over and over again I have met with patients 
suffering from a deep urethritis who have .been 
allowed to get about by their doctors with a 
temperature of 103° F. or io 4°F. It has not 
occurred to their doctor that it is necessary to- 
take their temperature. In the case of any other 
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acute disease the temperature would be taken 
routinely, and no patient would be allowed to be 
<up and about with such a high temperature. It 
should become a routine practice to take the 
j temperature in cases of acute posterior urethritis, 
and if the temperature is raised above the normal 
' the patient should be ordered to bed. 

Another interesting fact is that in cases of 
-chronic posterior urethritis which are not doing 
well a persistent subnormal temperature can often 
be noted. When the disease takes a turn for the 
better, simultaneously the temperature rises to 
^ normal and remains there. 

Hcematuria is not an uncommon symptom at the 
•onset of an acute posterior urethritis. Usually a 
few drops of blood are squeezed out at the end of 
micturition. If strong irrigations are exhibited in 
such cases a profuse haematuria may be set up. 
In such cases use only the mildest injections, e.g. 
•one in 8000 potassium permanganate, and, above 
all, do not use a sound or a cystoscope. 

Retention of urine .—This is quite common at 
the onset of a hyperacute posterior urethritis. 
In such cases rectal examination always reveals a 
large abscess of one or both lobes of the prostate. 
•Gentle pressure with the finger will empty the 
! abscess a little, and the retention may at once be 
I relieved. 


Pubiotomy in Impacted Face Presenta¬ 
tions* —P. Titus reports the eighth recorded 
pubiotomy done for this indication. The results 
were entirely satisfactory save for an infection of 
the pubic incision. The writer believes that, in 
cases of mentoposterior face presentation seen 
.after engagement, a reasonable test of second stage 
should be allowed the patient in the hope that 
anterior rotation will take place, either spon¬ 
taneously or with the assistance of carefully per¬ 
formed manual attempts at rotation. Attempts to 
rotate by means of forceps are dangerous to both 
the child and the mother. Caesarean section is 
•directly contra-indicated because of its high mor¬ 
tality in these cases. Craniotomy is the operation 
of choice if the child is dead or in extremis , but it 
is by no means as innocuous as is generally 
.assumed. Pubiotomy is the operation to be 
selected in those cases where the child is alive and 
in good or even fair condition, and craniotomy on 
a living child presenting in this fashion is entirely 
unjustifiable.— American Journ. of Obst., p. 163. 
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Many forms of treatment have been suggested for 
the relief of those suffering from the symptoms 
engendered by high vascular tension. In certain 
cases it is very difficult to give relief and to produce 
a better and safer state of health. These resistent 
cases generally turn out to be states which have 
arisen from, or coexist with, granular kidneys. 
But I venture to say that, by a simple mode of 
treatment, the average patient suffering from the 
disagreeable and oftentimes dangerous symptoms 
of raised arterial pressure can be greatly improved, 
and a dangerous state often converted into a very 
much safer one. Also, that life can often be pro¬ 
longed and made more useful. 

It seems justifiable to think that if a patient 
suffering from the more acute symptoms of high 
blood-pressure, and the consequent possible cere¬ 
bral and cardiac dangers, can be relieved of these 
more urgent and dangerous symptoms, not only 
are suffering and discomfort obviated, but life is 
actually prolonged. For one is well ajrare of the 
risks run when vascular compensation is broken 
down—cerebral haemorrhage and cardiac exhaus¬ 
tion, to mention the two chief dangers. 

The reduction of a blood-pressure of 300 mm. 
Hg. to one of 200 mm. is surely the difference 
Between acute danger and comparative safety. 
Granted, this is an exceptional improvement; yet 
such cases do occur, though most are in a less 
parlous state. Still, 20, 30, or 40 mm. may make 
all the difference between suffering and danger and 
relief and safety. 

I think it will be admitted that all blood- 
pressures over 160 mm. Hg. are pathological and 
dangerous. Many people go on safely for years 
with pressures varying from 200 to 220 mm .; 
above that, few go on for very long. Some people 
must have a pressure of from 160 to 200 mm. ; 
when the pressure falls below this they feel devoid 
of energy, ill, and are liable to stasis of various 
organs, especially oedema of the lungs. Raise the, 
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for them, lowered pressure and a feeling of well¬ 
being is engendered. 

By a simple method of treatment, tried now on 
a large number of cases, I have found that most 
of the symptoms arising from too high a blood- 
pressure may be made to disappear. 

The vascular system is comparable to the heart 
so far as compensation and decompensation are 
concerned—if such terms may still be allowed. 
Like the mitral valve—or, more in keeping with 
modern cardiology—the surrounding cardiac mus¬ 
culature, the arterial vascular system may break. 
down under the same stress and strain. It is then 
that the milder symptoms, and the symptoms 
complained of, are produced. They are as 
follows : Shortness of breath ; giddiness ; palpi¬ 
tation ; early waking in the morning; tightness 
across the chest; headache and pressure or fulness 
in the head; bronchial catarrh; confusion in 
speech ; cerebral inhibition ; mild aphasic attacks; 
intermittent claudication ; cough ; insomnia ; a 
type of involuntary “sigh,” and the feeling that 
there is not enough room in the chest. 

Objectively, there may be dilatation of the 
venules in the malar region, and varying degrees 
of cyanosis. There is the hyperpietic look—the 
facies of high arterial tension and vascular degene¬ 
ration. Again, dyspnoea may be apparent, together 
with an anxious and distressed expression. 

On further examination the pathognomonic signs 
may be present in varying degree : changes in the 
fundus oculi; raised pressure readings; thickened 
vessels (this sign may be, and frequently is, absent, 
unless vascular degeneration has occurred; many 
of the highest blood-pressure cases show no appa¬ 
rent vascular thickening) ; ventricular dilatation 
or hypertrophy; accentuation of the second aortic 
sound (not due to dilatation or aneurysm of the 
aorta) ; and the type of sound in the mitral area 
that so often goes along with a fibrosis involving 
not only the vessels but also the myocardium. 

Briefly outlined, the scheme of treatment is as 
follows. It applies, of course, only to those cases 
where the pressure is dangerously high, on where 
symptoms are making themselves manifest and' 
incapacitating or endangering the patient. Cases 
of moderately raised pressure, perfectly compen¬ 
sated, and where no symptoms or danger signs are 
present y should be severely left alone»as regards' 
any attempt to reduce pressure. 'A rise in pressure 1 


is often Nature’s own way of promoting an adequate 
blood supply to the organs. Apart from measures 
taken to obviate a greater rise in pressure , no active 
interference is either safe or desirable. But regular 
observation is a duty. 

Eminent authorities are at the present day 
writing to the effect that we have no control over 
the blood-pressure, and that if we do for a little 
succeed in lowering the pressure in any given case, 
that pressure will surely rise again. The cases I 
am about to quote seem to me evidence enough 
that such an assertion is anything but always 
correct. A reduction of 20 or 30 mm. is gene¬ 
rally enough to do away with most or all of the 
more urgent symptoms, and to at least ensure 
comfort. This reduction may mean everything to 
a patient and his future safety. 

One sees a patient for the first time. He com¬ 
plains of shortness of breath. Sometimes in the 
night he wakes up suddenly, gasping for breath 
and feeling suffocated. He has continual head¬ 
aches, and is frequently giddy; and he has a 
trying cough, every spasm of which makes his 
head feel, in his own words, “ ready to burst/* 
He also complains of a feeling of tightness and 
oppression across the chest. Looking at him one * 
sees the very obvious malar turgescence; very 
likely he has an anxious expression, and he feels 
depressed and worried about himself. To add to 
his troubles he suffers from insomnia; he wakes 
early in the morning and cannot fall asleep again. 
Not agitated, not nervous, lying quietly on a couch, 
his systolic pressure is 200 to 250 mm. of Hg. 
Straight away, hopeless though some would make 
out the attempt to be, that man is put under treat¬ 
ment for the relief of his symptoms. In a month,, 
it may be in less, the shortness of breath, the 
headaches, the giddiness, the cough, and the 
thoracic oppression have vanished. Objectively* 
the malar turgescence and the anxious look have 
gone. He now sleeps quietly most of the night ; 
he can do infinitely more than he could before ; 
his spirits have returned to the normal, and his 
blood-pressure has dropped 20, 40, or 60 mm., 

/. e . to the blood-pressure level (still raised, of 
course) he probably requires. 

trom a state of illness and incapacity he has 
been raised to one of a feeling of well-being, of 
greater capacity, and of tranquillity of mind. This" 
may not be a physiological marvel; irmay not be 
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a highly scientific feat—but it has been enough to 
earn the eternal gratitude of the patient Which is 
satisfying. The patient does not ask for physio¬ 
logical pros, and cons.; he asks for restored 
health, and if he gets this he does not question 
the physiology. 

One important thing: if such a patient as is 
above described fails entirely to respond to treat¬ 
ment the chances are that one is dealing with a case 
of granular kidney . Some hyperpietic states so 
closely merge into a state of true chronic early 
interstitial nephritis that it is most difficult at times 
to know under which heading they ought to come. 
The microscopic state of the urine, the state of 
the fundi, and the more frequent enlargement of 
the left ventricle, together with the general 
symptoms and appearance, will often help to dis¬ 
tinguish. 

The following is the plan of treatment that has 
been adopted in each of the cases quoted: 

(1) An attempt is made to remove any 
source of toxaemia— e . g . intestinal stasis, 
pyorrhoea, septic tonsils, etc. 

(2) All muscular and mental strain is pro¬ 
hibited. 

(3) The diet is carefully arranged so as to 
avoid, as far as possible, all purin-containing 
articles of food. All red meat and all meat 
extractives are forbidden, and especially the 
organs of animals. The very lightest of 
meals are advised, and any over-loading of the 
stomach is warned against. 

(4) Regular hours of recumbetit rest are to 
be taken, and regular gentle exercise in 
the open air . Long hours of sleep are 
strongly advised ; sleep is an efficient reducer 
of arterial stress. 

(5) The skin is kept active, and the urine 
free, as far as possible, of lithuric deposit. 

(6) Alcohol is prohibited, except in the 
case of the feeble and in those whom a small 
amount of stimulant aids digestion. 

(7) The patient is warned never to get out 
of breath if possible. Getting seriously out 
of breath from exertion will sometimes upset 
the blood-pressure balance for days or even 
weeks. 

(8) Regular and efficient doses of magnesium 
pr sodium sulphate are. to be taken every 
fnorniftg . These salts are useless unless 
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taken, in sufficient quantity to ensure a watery 
action—a genuine catharsis. It is this extrac - 
traction of fluid through the bowel that is the 
essence of the treatment . Nothing else will so 
reduce—and keep reduced—a high vascular 
tension as this daily loss of fluid. Its action 
is almost specific. It will almost at once 
relieve the breathing, the headaches, and the 
giddiness, reduce the venous turgescence, and 
lower the pressure. It is one of the most 
certain, and one of the, apparently, least 
known phenomena in clinical medicine. 

I have seen many vascular cases advised 
to take salts; but I have never yet seen the 
matter suffiently impressed on the patient , or 
sufficiently explained to him, to ensure the 
proper carrying out of the injunction. Many 
who had been so advised were taking as much 
of the sulphate as would lie on a threepenny- 
bit ! It is only by explaining to the patient 
the exact result one wishes to produce on the 
bowel, and the rationale thereof, that one will 
ever get intelligent and active enough co¬ 
operation. 

One to four drachms may be necessary. 

If, under this treatment, the pressure refuses to 
fall—provided* always there are loss of vascular 
compensation symptoms serious enough to call for a 
reduction in pressure—the consolation one has 
is that any further rise is practically out of the 
question. It may be as great a feat, or as im¬ 
portant to the welfare of the patient, to keep a 
blood-pressure in statu quo and from rising further, 
as to be able to bring about a big reduction. 
I know several patients now who, from their 
own feelings and symptoms, can tell fairly accu¬ 
rately when any distinct fluctuation in pressure 
has occurred; they regulate the doses of salts 
accordingly. 

To start to try to reduce every high blood-pressure 
case is, of course, both harmful and irrational, 
and calls for no further mention. Certain people 
must have a raised pressure to get on at all. Let 
that pressure drop down suddenly, say through 
intercurrent illness, and they are miserable. Two 
types only ought to be interfered with: (1) The 
type approaching dangerously high readings—220 
to 300 mm. Hg. (2) The type presenting the many 
symptoms of loss of vascular compensation— 
arterial decompensation ; comparable to an over- 
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strained leaking mitral valve and an overwrought 
myocardium. 

I have watched many of these arterial cases for 
years, f know what the readings were on the first 
few interviews, and I know the state of poor 
health, suffering, and incapacity then. I know the 
readings to-day, and the state of the health, and 
the capacity for work and for enjoyment. And the 
•readings have been taken half a dozen times 
yearly, a dozen times, or two dozen times; and in 
' the following cases I am drawing from regularly 
made notes, from fact and not from memory. 
All at the beginning were impressed with the fact 
that they must live within the limits allowed by 
their vascular system : that from that system tAey 
can get only a limited response nowadays, well within 
which they must work. None of these are invalids 
—far from it—and when I find any breakdown it 
is practically always because they have exceeded 
the response they have the right to expect from 
that system. In time, of course, failure will come. 
All, so far. as I know, with the exception of the 
the 2 or 3 who have died, are carrying on fairly 
normally; but they are obeying rules. 

Case i. —Mrs. G—,set. 69 years. Owner of large 
straining and worrying business. Seen May, 1912. 
Complained of severe cough, great shortness of 
breath, and tightness across the chest. Lips 
cyanosed. Very short of breath on removing 
clothes for the purpose of examination. Vessels 
thick and tortuous. First mitral sound of very 
valvular type. No bruits. Aortic second plus. 
Apex beat 2 in. out. Pulse 72, showing occa¬ 
sional premature contractions. Blood-pressure 165 
* mm. Anxious expression. 

After two weeks’ treatment: Shortness of 
breath, cyanosis, cough, and tightness across the 
chest now absent. Blood-pressure now 140 mm. 
Feels quite well again. 

Six months later exceeded rules, blood-pressure 
rose, and had a slight stroke. Complete recovery 
with no paralysis. Nearly 5 years later is, at 74, 
still active and keeping well. Drop in pressure, 

2 5 mm. Keeps up regular treatment. 

Case 2.—Mrs. B—, aet. 74 years. Seen May, 
1912. Frequent bronchial catarrh, shortness of 
breath, high bluish colour, severe insomnia, giddi- 
r ness, very depressed. Blood-pressure 235 mm. Hg. 

After one month’s treatment: great improve¬ 
ment in all symptoms, and now sleeping well. 


Malar turgidity now absent. Blood-pressure now 
190 mm. Hg. This was a drop of 45 mm., along 
with which there was great amelioration in all 
symptoms. Was heard from recently; alive and 
well but much crippled by rheumatoid arthritis. 
Keeps up treatment as much as is possible. As 
stated, the age of the patient was 74, the blood- 
pressure 235. (reduced to 190), and this was nearly 
5 years ago. 

Case 3.—Mrs. J—, aet .66 years. Seen June, 

1911. Complained of much shortness of breath and 
frequent palpitation. Lips became cyanosed on 
slight exertion. Blood-pressure 180. Treatment 
adopted and kept up regularly. Seen a year later. 
Breathing not now nearly so short, and practically 
no cyanosis of lips on exertion. Feels better in 
every way. Blood-pressure now 160 mm. This was 
after a year and at the age of 66. Since lost sight of. 

Case 4.—Mrs. M—, set. 65 years. Seen June, 

1912. Persistent severe cough. Very florid with 
bluish tinge and greatly dilated venules in the 
malar region. Frequent syncopal attacks. Sudden 
attacks' of dyspnoea (cardiac asthma). Anxious 
expression. On account of giddiness had fallen 
several times. Very depressed. (Edema of pul¬ 
monary bases. Apex beat 2 in. out. Blood-pressure 
235 mm. Pulse 66 to 72. Tendency to Cheyne- 
Stokes respiration. Seen again 10 months after 
treatment was adopted. No syncopal attacks 
since treatment began. Colour much reduced. 
No cough now. No dyspnceic attacks since. No 
giddiness now. Feels very well and better 
generally than for some years. Blood-pressure 200 
mm., a drop of 35 mm. Twenty months later her 
daughter wrote to say the patient had had a severe 
illness, but had pulled through. Three months later 
she again wrote to say health exceedingly good and 
blood-pressure keeping down. Died a few months 
later. Although this patient lived only 2$ years 
after treatment was adopted, I think the result 
must be looked on as good, as she had very good 
health during the 2\ years and was free from 
syncopal attacks and from attacks of dyspnoea. 
And this considering that 2} years previously she 
had marked oedema of the pulmonary bases (sure 
evidence of some degree of cardiac failure), a 
greatly enlarged heart, markedly sclerosed vessels, 
and Cheyne-Stokes breathing. 

Case 5. —This is a striking case. Mrs. P—, 
set. 59 years. I was asked to see her urgently, August, 
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1912. She was very agitated and complained of 
a feeling of numbness, pins and needles, and 
weakness in the right leg and foot. She was walk¬ 
ing about her bedroom dragging her right leg and 
foot—typical monoplegia. The face was deeply 
flushed and the breathing short and rapid. Apex 
beat 2 in. out, systolic murmur of dilatation pre¬ 
sent. Aortic second plus plus, and very “ clanging.” 
Blood-pressure exactly 300 mm. This was taken 
several times and on different instruments to verify 
the accuracy. Pulse hard and tense and almost 
incompressible. 

She was at once put to bed and active treatment 
with Epsom salts adopted. In addition she was 
given the very active and efficacious tabloid sodii 
nitritis co.—one every 3 hours. (As many medical 
men have written to ask where this tabloid is to be 
obtained, as it is not in Burroughs & Wellcome’s 
general list, I may say that, though not listed by 
them, B. W. & Co. are the makers.) The large 
doses of salts acted very sharply, and in 24 hours the 
blood-pressure was 250 mm. Four days later it was 
200 mm.; all symptoms hac} completely vanished, 
and the leg was practically normal. This was a 
drop of 100 mm. Hg.—surely a transition from 
acute danger to comparative safety. And yet it is 
said we cannot influence the blood-pressure. I 
had the readings verified by another medical man 
who was very familiar with the use of the sphygmo¬ 
manometer. Some days later this patient refused 
to bother about treatment any more. She gave up 
the Epsom salts, and went out for quite long and 
sharp walks against strong head winds. The result 
was that the pressure rose to 275 mm. and most 
of the symptoms recurred. She then left the town 
and I have been unable to trace her. But a reduc¬ 
tion of 100 mm. in 9 days’ treatment, with com¬ 
plete alleviation of all symptoms and great 
improvement in objective appearances, left a 
lasting imprint on one’s mind. It was very striking 
to witness the transition from jeopardy arid acute 
distress to safety and complete trahquillity of both 
mind and body. 

Case 6.—Miss B—, set. 62 years. Seen February, 

1913. Complained of giddiness, shortness of 
breath, asthma (not real asthma—cardiac asthma ?), 
fluttering of the heart (due to premature contrac¬ 
tions), and insomnia; cramp in the legs (inter¬ 
mittent claudication ?), and cough (spurious bron¬ 
chitis from raised arterial tension). Objectively, 


was short of breath. Blood-pressure varied from 
190 to 200 mm. After 3 weeks’ of treatment the 
blood-pressure was 140 mm., and practically all 
the symptoms had disappeared. * . 

Case 7.—Mr. E —, set. 57 years. Seen January, 

1913. Was seen first for very distinct paresis of 
left face, arm, and hand. High colour, with 
tendency to lividity. Marked malar turgescence. 
Apex beat just beyond the nipple line. Great 
accentuation of second aortic sound, and clear 
systolic bruit at the aortic valve. Complaining 
much of frequent severe headaches. Vessels hard 
and tortuous. Fundi normal apart from sclerotic 
vascular changes. Short of breath. Hands showed 
clear evidence of mild Raynaud’s disease. Blood- 
pressure 220 mm. Put under active treatment. 
After two weeks all signs of paralysis gone. No 
more headaches. Giddiness disappeared. Short¬ 
ness of breath not nearly so obvious and malar 
turgescence practically absent. Blood-pressure 
now 200 mm. A month later it was 180 mm. 
No return of cerebral haemorrhage during the last 
4 years. Has stuck religiously to treatment. A 
few months ago was operated on for cancer of the 
stomach. A very extensive operation was done, 
lasting 3 hours ; open ether given throughout. 
Is now well and walking about in the usual way in 
good health. Keeps rigidly to treatment. 

Case 8. —Mrs. B—, aet. 41 years. Seen January, 

1914. This patient was practically unresponsive 
to treatment. When such is the case the state is 
generally found to be one of granular kidney 
This proved no exception. Was first seen for 
excessive nose bleeding. Was always very nervous 
and easily excited. Blood-pressure 260 mm. 
When the excitement had passed off this settled 
down to 240 mm., and never again before her 
death fell below that level. And this in spite 0/ 
the most active treatment '. This in itself is almost 
enough to clinch the diagnosis of granular kidney. 
Often the blood-pressure was 250 or 260 mm. 
Urine, fundi, and other signs confirmed the 
diagnosis of chronic interstitial nephritis. This 
patient, resistent to all treatment directed towards 
the alleviation of her worst symptoms, died some 
9 months later. She had all the usual signs and 
discomforts of very high pressure. 

Case 9.—Mr. H—, ret. 61 years.. Seen Sep¬ 
tember, 1914. This case is similar to the last. 
Blood-pressure persistently in the region of 
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230 mm. in spite of active treatment . Further 
investigation showed that the urine contained 
albumen and casts, and that a very large quantity, 
of low specific gravity, was being passed. Short 
of breath. Gastric symptoms. Loss of strength 
and large drop in weight. Very well-marked and 
typical albuminuric retinitis. A year later deve- ! 
loped attacks of Cheyne-Stokes respiration, and I 
died from unemia. This patient was unresponsive | 
to treatment, and the symptoms arising from the j 
high pressure were in no way relieved to any 
extent. 

Case 10.—Mrs. S —, set. 62 years. Was in bed. 
Marked orthopnoea. Seen first December, 1914. ( 
Very cyanosed. Breathing excessively short. | 
Pulse no. Urine very scanty. Cor bovinum j 
and acute dilatation. Great tightness, oppression, I 
and pain across the chest. In great distress and ! 
unable to move in bed on account of the dyspnoea. 
Albuminuria. The patient looked like dying, and 
a grave prognosis was given. Blood-pressure j 

260 mm. Hg. Active treatment was adopted in 
order to try to reduce this, and ill 15 tr. digitalis 
and 1?15 liq. strychninae were ordered to be given 
4-hourly. To relieve the urgent breathing a j 
mixture containing spt. etheris 20lip spt. etheris | 
nitrosi 20III, spt. chloroform. 15llj, and spt. 
ammon. aromat. 40was prescribed for 4-hourly 
use. Hot mustard foot-baths, sharp magnesium 
sulphate purges, and a diet limited to small 
amounts of milk and essence of chicken w f ere also 
ordered, together with the free use of oxygen. 

I have seldom seen a patient who looked more 
like dying in a very short time. The very acute 
cardiac dilatation, causing acute leakage at the 
mitral valve, the intense orthopnoea, Scanty urine, 
extensive pulmonary oedema, and the deep cyanosis, 
coupled with a history of similar but milder sym¬ 
ptoms extending over a long period, and the com¬ 
plete exhaustion of all cardiac reserve, seemed to 
justify the grave prognosis given. Yet, in 3 weeks’ 
time, the blood-pressure had dropped from 260 mm. 
to 190-200 mm., with complete and absolute alle¬ 
viation of all symptoms. The pulse was now 68 
to 72. In 3 months the patient was walking about 
again ; and, under constant supervision and regu¬ 
lation of her pressure, she kept wonderfully well 
and comfortable for 18 months. The urine had 
returned to the normal quantity a few days after 
treatment had been begun, and the albuminuria 


completely cleared up. There were. no grave 
retinal changes apart from silver wire arteries and 
the venous return banked in the retinal vessels 
—merely, typical of the general arterio-sclerotic 
state. 

After 21 months of comparative health and 
activity, and free from suffering, the arterial system 
again began to give out, and some 3 months later 
the patient died rather suddenly. The pressure 
all through remained at about 200 mm. after the 
first few weeks of treatment. Nothing very 
miraculous occurred in this case ; still, after having 
been so near death and having been given up by 
all her relatives, nearly two years added on to 
the life of one whose arterial system was far worn 
through, is no small cause for satisfaction and 
encouragement. Eighteen months of the two 
years were spent in comfort and happiness. 

Case 11.—Mrs. B—, aet. 51 years. Seen De¬ 
cember, 1915. Complained of some swelling of 
the ankles, shortness of breath, and that of late 
the colour in the face had been very high. Objec¬ 
tively, the expression was anxious, the breathing 
slightly short, the ankles oedematous, the malar 
regions very turgid, and the patient frequently 
sighed involuntarily. She was also very depressed. 
Blood-pressure 180 mm. Apex beat t in. out. 
Cardiac sounds short and flapping. Pulse 90. 
Under treatment the blood-pressure fell to 
140 mm., and all symptoms completely dis¬ 
appeared. The pulse was now 70. This was 
a case where, through worry and overpressure of 
things generally, a raised pressure brought about 
the feeling of weakness and illness complained of, 
and gave rise to the secondary cardiac symptoms. 

Case 12.—This case is particularly instructive 
on account of the very typical group of symptoms 
and the very speedy response to treatment. 
Mrs. B—, ret. 49 years. Seen a very short time 
ago. Complained of: (a) Weakness and inability 
to get about. (/>) Thumping-of the heart at night. 
(c) Pulsation all* over the body and a feeling as if 
she might “burst all over.” (d) Intolerance of 
any warm room or of fires in a room, (e) Giddi¬ 
ness. (/) Tightness, oppression, and a sense of 
fulness across the chest, (g) Great shortness of 
breath. (//) Severe “ palpitation.” (/) Continual 
headache and pressure in the head. (J) Attacks 
of waking up, suddenly, and gasping for breath 
(cardiac asthma). (&) Frequent involuntary “sigh*; 
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ing.” (/) Early waking in the morning, with in¬ 
ability to again fall asleep. (///) Becoming easily 
tired on the slightest exertion, (ti) Much mental 
depression, although she has neither worry nor 
care. 

Here we .have a perfect grouping of the symptoms 
of high arterial pressure ; it is an almost com¬ 
plete clinical picture. Nearly all these symptoms 
were given by the patient herself without leading 
questions being asked. 

Objectively, apart from the high colour and 
flushed face and neck, this patient looked very 
well; mentally she was bright, keen, and alert ; 
there was total absence of nervousness or worry 
about herself or her condition. She had lived a 
most careful and abstemious life* but had been 
very active in all her doings and movements. A 
year ago she had been told that her blood-pressure 
was “ double the normal,” but no treatment had 
been adopted. On taking the blood-pressure, it 
was found to be 240 mm.—the same as it was a 
year ago. The pulse was 66 to 70° F. The apex 
beat was 2 in. out. With Bock’s differential stetho¬ 
scope the intensity, instead of the normal 2:1, 
was 45 : 55. The second aortic sound was ac¬ 
centuated, and there was a very clear systolic bruit 
at this valve. The vessels in the neck were 
pulsating very visibly indeed; the radial and 
brachial vessels were not thickened in any marked 
degree, and only mild locomotive pulses were 
present. Examination of the fundi showed total 
absence of albuminuric retinitis, but thinning in 
calibre of the arteries-, banking of the venous 
return by the crossing arteries, and slight pallor of 
the disc—all typical of early arterio-sclerosis. The 
urine was entirely free from albumen. 

The usual treatment was adopted, along with 
7.V gr. ammonium hippurate, and 10 gr. of sodium 
bromide three times daily. In a week the blood- 
pressure was 200 mm. (a drop of 40 mm ) ; in 
two weeks it was 220 mm., and in 3 weeks it 
was k 21 o mm. At the end of the 3 weeks the 
following symptoms had practically disappeared : 
the marked shortness of breath on exertion ; the 
nocturnal attacks of cardiac asthma ; the giddi¬ 
ness; the throbbing; the insomnia (the nights 
were now being quietly slept through); the 
depression; the “bursting feeling”; in great part 
the intolerance of a heated room ; the singing in 
the ears ; the flushed appearance of the face and the 


malar turgescence ; the tightness across the chest : 
the palpitation, and the headaches. There was, 
j of course, still present—and always will be, more 
! or less—shortness of breath on exertion, but this 
was not nearly so evident. The “sigh” was also 
' present and a feeling of weakness, though these 
were much more pronounced before treatment was 
' adopted. 

; As regards this case, long comment is unneces- 
! sary. In 3 weeks practically all the disagreeable and 
! oppressive symptoms have disappeared, and the 
patient felt, as she expressed it, “ perfectly well 
J again.” 

This case has been caught before the vessels 
1 have gone on to advanced structural degeneration. 
Living now, as she will and can do, well within 
her limited cardiac and vascular response, there is 
■ no reason why she should not have many years of 
j health and usefulness, though one fears that in 
! many such cases there is a tendency to give a bad 
1 prognosis. 

i I know an old lady, ret. 65 years, who, to my 
certain knowledge, has had a blood-pressure of 
240 mm., and sometimes over, for the last 8 years' 

, an enlarged heart, and attacks of cardiac asthma, 

1 who is still going about and doing stairs. She 
keeps within her linlited response, and day in and 
day out her bowel is regularly flushed with sodium 
sulphate. 

But all such cases do not go on so happily ; 
!• above them is ever the sword, and, although they 
1 should not be allowed to know or feel this, some near 
friend or relative should know something of the 
dangers. In this way impending catastrophe may 
be warded off. 

The prognosis is a hard one. Absence of all 
renal changes, and absence of marked changes in 
I the fundus oculi are of much prognostic signifi¬ 
cance. Ready response to treatment is also of 
i cheering import, and also the ability of the patient 
to live quietly, to be sheltered from all worries and 
free from emotionat strains, and to be aole tc> 
obtain that type of diet so essential to the sparing 
! of the vascular walls. 
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CEREBRAL ABSCESS FOLLOWING OLD- 
STANDING MIDDLE-EAR DISEASE IN 
A MAN JET 58 YEARS; OPERA¬ 
TION AND RECOVERY. 

B> VICTOR MILLER, M.D., 

Ophthalmic and Aural Surgeon, Stockton Hospital and 
North Ormesby Hospital, Middlesborough. 

— 

G. B—, clerk, set. 58 years. I was asked by 
Dr. Ross, on June 3rd, 1916, to see this patient in 
consultation with him. 'There was a history of 
old-standing discharge from the right ear, pains 
in head, etc. When I saw the man he was lying j 
comatose and paralysed on the left side of the j 
body. An immediate diagnosis of brain abscess 
was made, and his removal to Stockton Hospital | 
was advised for operation, which was agreed to. ! 
The following is a more detailed history of this I 
case: J 

Has had deafness in the right ear and discharge 
from it since a boy. The discharge was never large | 
in amount. Very bad odour from the ear at times. 
At the beginning of May, 1916, it was noticed 
patient was getting thinner, also very irritable, and 
“ bad to do with.” Further, he .was getting a bad 
colour—a peculiar pasty complexion. He was 
still following his occupation, though he now com¬ 
plained of pain in his head and ear at times. He 
was observed to say at times : “ Oh dear, my head, j 
and oh ! the pain in my ear.” There was also j 
noticeable physical languor and increased irrita- 1 
bility as time went on. On May 20th he went to I 
consult Dr. Ross, and got some drops for his ear. 
Dr. Ross advised him to remain in bed. On 
May 23rd he got up and went to business, and 
was taken much worse. He says he felt “awful i 
bad.” . He felt very shivery, and his teeth chattered. 
His friends remarked how ill he looked. He went 
home reeling like a drunken man, his appearance 
and difficulty in walking having been commented 1 
upon. He says he thought he was going to have 
a stroke. He went to bed, and his wife informs 
me he had great pain in the ear, but especially in 
the head at the vertex and in the occipital region. 
There was no sickness or vomiting. He was 
violent and restless at times, getting out of bed, 
and rather turned against his wife and two of his 
children. At times he was dazed and stupid, 
and did not know what he was doing. As the 


days went by he became unconscious and very 
pale and ill-looking. On June 1st he became 
comatose and paralysed on left side of the body. 
On June 3rd I saw him in consultation, and on 
June 4th I operated upon him in Stockton 
Hospital. 

His temperature on admission was subnormal, 
varying from 97*4° F. to 98° F. His pulse varied 
from 60-72 per minute. 

Operation ,—The operation was done under 
antiseptic precautions. The right side of the head 
was shaved and chloroform administered. The 
first step was to perform a radical mastoid opera¬ 
tion on the lines of Mr. Charles Heath’s method. 
Secondly, a large trephine opening was made just 
above the external auditory meatus. Nothing 
unusual was to be observed here. Thirdly, the 
bridge of bone between the trephine opening and 
external meatus was removed with bone forceps 
and chisel and mallet; also the bony roof of the 
meatus was removed. Fourthly,* the dura mater 
over the roof of meatus and middle ear was freely 
incised, and a large quantity (2 3 oz. at least) of 
very foetid pus escaped. A free opening was made, 
the cavity syringed, and gauze inserted. Ia the 
next 2 or 3 days the patient was vastly improved. 
He was rational, free from pain, and had largely 
received the use of his leg and arm. About 
July 16th he relapsed somewhat owing to drainage 
being inefficient. About the 24th he was not so well 
again. He became heavy, somnolent, and* began 
to complain of his head. I, therefore, reopened up 
the wound, got my finger into the cavity, and 
found that, owing to a shelf of bone, the cavity was 
not emptying properly. I removed the shelf of 
bone, syringed out the cavity well with iodine 
water, and maintained free discharge with a large 
tube for about 10 days. After this he made 
uninterrupted progress, and improved in every way, 
physically and mentally. He was discharged cured 
from hospital on August 19th, 1916. A fortnight 
later he returned to business, and has been follow¬ 
ing his usual occupation. He expressed himself 
at that time as “ feeling better than he had done 
for years.” He was free from pain in the head 
and ear. Has put on weight, is a good colour, 
and not nearly so irritable. I last saw B — on 
November nth, 1916, and lie is in excellent 
health! 
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Collected Papers ox Circulation and 
Respiration. Second Series : Clinical 
and Experimental. By Sir Lauder j 
Brunton, Bart., F.R.S. London : Mac- | 
millan & Co, 1916. Price 5^. net. Pp. 6S7. 1 
The appearance of this book follows so closely 
on the authors death, and the book is so charac¬ 
teristic of the man, that a few words about Sir 
Lauder Brunton may be not inappropriate and 
may assist in the comprehension of his work. 
He entered the profession at the moment when 
the laboratory began to influence clinical practice, 
and in this he was himself a pioneer. He 
attracted attention from the very outset of his 
career. While still a house physician at the 
Edinburgh Royal Infirmary in 1886 his observa¬ 
tions on the use of nitrites in angina pectoris 
marked him as an original investigator. This was 
one of the first successful essays in rational thera¬ 
peutics. His studies under Ludwig and Kiihne 
influenced his whole mental outlook. Under the 
former he worked at blood-pressure, and the action j 
of digitalis, subjects which retained their interest J 
for him throughout life. Under the latter he i 
worked at digestion, which laid the foundations of I 
his extensive practice. On returning to England ] 
he wrote the sections on Digestion and Secretion 
for Burdon Sanderson's Hand-book for the Physio¬ 
logical Laboratory, the first book of the kind to be 
published in England. Every experiment therein 
described he repeatedly performed himself, and 
thus became familiar with laboratory technique. 
All this stood him in good stead when he became 
Lecturer on Pharmacology and Therapeutics at 
St. Bartholomew's Hospital. Instead of delivering 
a perfunctory course of lectures on materia medica, 
as was too commonly the custom in those days, he 
dealt with the subject of a scientific pharmacology 
and a rational therapeutics, and organised a 
laboratory for the investigation of these problems. 
In spite of difficulties arising in the first instance 
from the rebuilding of the Medical School, and 
Utter from the interruptions inseparable from 
practice, he persisted in these investigations, with 
the aid of assistants, for many years. He will be 
best remembered at St. Bartholomew s for his 
pharmacological work. For it must be admitted 


that he was less successful as a hospital physician. 1 
In spite of his mental equipment and scientific 
training lie was not a great diagnostician. In his 
bright and interesting way he would insist on the 
importance of the method of Zadig in medicine— 
the method of deduction from small things. And 
it may be that his very insistence on this somewhat 
blinded him to the more fundamental aspects of a 
case. But there can be no doubt as to his success 
in practice. Two great characteristics were respon¬ 
sible for this: his intense human sympathy, sot 
real as to cause him real emotional stress, and his 
invincible belief in the curative effect of drugs, 
which gave him an optimism so deep that he could 
impart it to the patient. Sympathy and help he 
I extended not only to his patients, but also to his 
| professional juniors, and many a man has owed 
1 much to Brunton’s helping hand at a critical 
j juncture in his career. The American interviewer 
1 who described him as <r an insignificant looking 
man ” must have been a poor reader of character. 
One was scarcely conscious of his lack of inches 
when one saw his fine silvery head, his face full of 
shrewdness and kindliness, and the animation of 
his eyes. There was fascination in the combina¬ 
tion of humour with intense seriousness. 

His later years were clouded by failing health 
and bereavements. But patients flocked to him as 
long as he bad strength to see them. And when 
he could no longer do the work he loved so much 
he was not unwilling to go. Full of years and 
honours he fell on sleep, secure in the affectionate 
regard of all who knew him. 

The first article in the book before us was 
originally published in 1883, and the last in 1915. 
The contents therefore appeared at intervals 
throughout a whole generation. In such a pro¬ 
gressive branch of medicineas Brunton was particu¬ 
larly interested in it would not be possible for all 
the articles to retain their scientific value for so 
long a period, and it must be admitted that many 
j of them are now chiefly of historical interest. The 
1 papers on the connection between chemical con- 
! stitution and physiological action are the most 
| valuable scientifically. On this subject he made 
| many important observations, and he selected this 
aspect of his work for his Croonian Lectures. The 
paper on “ Posture and its Indications ” is the best 
example of his lighter style, and it is illustrated by 
those humorous little diagrams with which he was 


.1 
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wont to illustrate his lectures. The paper on the 
use of oxygen will perhaps remind the profession 
•of the debt it owes to Brunton in introducing this 
now widely employed remedy. The later articles 
are chiefly addresses delivered befdre various medi¬ 
cal societies. They are thoroughly characteristic 
of the man ; conversational in style, they are as 
easy to read as they were pleasant to hear. Compli¬ 
cated arguments are made clear by simple metaphors 
and illustrated by mechanical models. The fresh¬ 
ness of the point of view makes these lectures 
stimulating and suggestive, even when one can 
hardly see eye to eye with him in his conclusions. 

W. Langdon Brown. 


The Diagnosis of Nervous Diseases. By 
Purves Stewart, C.B., M.D.Edin., F.R.C.P., 
Temporary-Colonel A.M.S. Fourth Edition, 
revised and enlarged. London : E. Arnold, 
1916. (Med. 8vo, pp. 593, 283 figures. 18 s. 
net.) 

The third edition of this work appeared in 1911 ; 
a fourth edition has now been called for, and 
contains about 100 fresh pages as well as an 
increased number of illustrations. Needless to 
say, many results of the present war have been 
included, the author having enjoyed special oppor¬ 
tunities of study in his capacity of consulting 
physician to the Forces in the Mediterranean. 
These observations are reflected in a special 
chapter on “ Organic War-injuries,” which occupies 
seventy pages copiously illustrated. In includes 
brain wounds and injuries with their focal signs, 
wounds of the spinal cord, and wounds involving 
the peripheral nerves, and constitutes a useful and 
interesting addition to the neurology of the war. 
The present importance of acute anterior polio¬ 
myelitis merits a more lengthy notice than is 
given, especially in regard to its etiology. Under 
the heading of “ Addison’s Disease ” the author 
states that the symptoms “are probably the result 
of two factors—irritation of the abdominal sym¬ 
pathetic and inadequacy of the suprarenal secretion 
—the proportional role played by each of these 
varying in different cases.” The explanations of 
the paroxysmal expiratory dyspnoea of asthma, 
and of Raynaud’s disease are worth close study. 
The same remark applies to an illuminating 


I chapter on the cerebro-spinal fluid; its diagnostic 
! significance, and the action of urotropine on it. 

! That drug has lately been regarded as almost 
| specific in its action, and the explanation is here 
detailed. The general practitioner will acquire 
much information from the suggestive chapter on 
“ Disorders of Sleep.” The book can be cordially 
recommended as an excellent guide to the student 
; and practitioner. 


When to Advise Operation in General Prac- 
1 tice. By A. Rendle Short, M.D., F.R.C.S- 
Eng. (Bristol : John Wright & Sons ; Lon¬ 
don : Simpkin Marshall, Kent & Co., Ltd., 
1916). (Med. 8vo, pp. 279. 5*. net.) 

I In general practice the principal difference be- 
! tween a good practitioner and a dangerously bad 
| one is that the first knows when to advise an 
operation and the second does not. The title of 
the book might have been quite fitly “ when to 
seek a surgical opinion.” It is still too common 
for lives to be thrown away because a case of 
cancer, appendicitis, intestinal obstruction or 
empyema is dealt with in a hesitant fashion until 
it is too late to do any good. Speaking generally 
the conservative and safe line for the practitioner 
is to rely on early surgical advice. The objection 
can frequently be urged that doing so may involve 
some cost to the patient unless a revisal of the 
present surgical fees for consultation took place. 
Doubtless if this could be done many of the 
present abdominal calamities would be avoided. 
The book opens with a consideration of the 
! appendix, its vagaries, and a classification of the 
I different phases of appendicitis. Dr. Short does 
j not agree with Sir George Beatson’s advice to 
temporise so as to allow walling off an abscess 
| in the hope of the case passing into what is 
! termed the King Edward class, as there is risk of 
the abscess bursting and resulting in peritonitis. 

Under the heading of each leading malady is 
given the differential diagnosis as well as illustra¬ 
tive cases drawn from the author's wide experience 
as a surgeon, and there is a useful and pointed 
summary at the end of each chapter. The book 
will prove a useful and reliable guide in those 
crises which bulk largely in the life of the busy 
practitioner. 
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The Modern Treatment of Diabetes 
Mellitus. 

Ladies and Gentlemen, —A short time ago the 
following dualogue took place in the Staff-room of 
the London Hospital: 

Surgical Colleague: “I see that you are lectur¬ 
ing on the modern treatment of diabetes mellitus; 
now tell me are you going to tell us anything which 
I was not taught as a student ? ” 

Leyton: “ I believe so.” 

S. C.: “ Is there any new drug which has a 
specific action ? ” 

Z. ; “ Not that I know of.” 

S. C.: “Then tell me in a nutshell the differ¬ 
ence between the modern treatment and that which 
I was taught.” 

Z.: “ You were taught that so long as the 
diabetic patient was placed on a diet free from 
carbohydrate, all was being done that could be 
done. The main idea in the modern treatment is 
that a period of alimentary rest leads to the meta¬ 
bolism of a diabetic approaching that of a normal 
individual. A patient suffering from severe dia¬ 
betes is unable to utilise even the carbohydrate 
part of protein ; after alimentary rest not only is he 
able to utilise the carbohydrate of protein but also 
able to oxidise some starch. This acquired toler- 


* Delivered at the London Hospital. 
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ance is fostered. A limit for protein and for fat is 
found.” 

S. C.: “ Does the new treatment allow you to 
prolong the lives of young people who have de¬ 
veloped severe diabetes ? ” 

/. : “Undoubtedly” 

I would like to give you sufficient details of this 
treatment which will allow you to confirm my 
statements. 

The literature on diabetes mellitus would fill a 
large library. The views expressed by many of 
the earlier observers possess much fascination, but 
we must remember that the History of Medicine 
is too dangerous a shrine for us to approach for 
worship, since it makes the devotee forget the 
future in the past. I would like you to understand 
that the very scanty reference to the excellent 
work of pioneers is not due to any want of reve¬ 
rence for or appreciation of its value, but simply 
to the fact that the time at my disposal is short. 

We spend so much of our time after we have 
completed the professional examinations in the 
study of disease, that only a few have leisure 
to contemplate that mystery even greater than 
disease—the mystery of normal health. This 
seems so complex that our brains will only learn 
to understand it when they are are able to grasp 
the arrangement of molecules in an ovum or 
spermatozoon which leads to the cells developing 
into an organism which not only possesses the 
characteristics of the race of its parent, but also 
minute nuances peculiar to its parent and to some 
of the ancestors of the parent. 

In normal health there is not only a remark¬ 
able balance between the innumerable physical 
and chemical processes taking place in the body, 
but the condition seems to be one of stable equi¬ 
librium which leads to any small departure from 
the normal, being of short duration, and being 
compensated rapidly. One of the causes of dis¬ 
turbance of the balance is emotion. Anger and 
fright may lead to an increase in the activity of 
the suprarenal glands, resulting in the liberation 
of sugar in the blood, abolition of muscular 
fatigue, dilatation of the branchioles, inhibition of 
digestion, redistribution of blood in the body, and 
more rapid coagulation of the blood.* Cannon 
suggests that the explanation is, that the emotion 

* Cannon, W. B., * The Boston Med. and Surg. Journ.,’ 
1916, p. 562. 


used to be associated with a struggle, and all 
the above phenomena assist the combatant. 
Suprarenal secretion stimulates the sympathetic 
system; one of the results is the excitation of the 
thyroid gland, which, in turn, secretes more 
rapidly. The immediate result of this is an 
increase in metabolism, and if certain amino com¬ 
pounds be present in the blood the frequency of 
the heart-beat is increased.* This linking between 
gland and gland will, in all probability, be found 
to exist between tissue and tissue, too. 

The acceptance of these theories may assist us 
to take a broad view of the disease, the treatment 
of which we are about to discuss, and not look 
upon it as one in which sugar appears in the urine 
and its treatment as a series of dodges by which it 
can be kept out. 

We see also that it would be foolish to try to 
separate diseases into different classes, and because 
a disease demonstrates its presence by an alteration 
in metabolism, to call it a disease of metabolism. 
I venture to prophesy that the solution of diabetes 
mellitus will be found, by pursuing investigation 
through the internal secreting organs to their nerve 
controls and thence to the central nervous system. 
This prophesy is based upon the similarity be¬ 
tween diabetes and exophthalmic goitre. 

Cannon has shown that if the central end of the 
phrenic nerve is sutured to the peripheral part of the 
cervical sympathetic, in time the nerve grows down 
and then rhythmic stimulation of the thyroid will 
occur and result in signs and symptoms develop¬ 
ing which coincide with those of exophthalmic 
goitre. 

My reason for these introductory remarks is 
twofold. (1) Although the study of metabolism has 
led to an epoch-making advance in the treatment of 
diabetes mellitus, nevertheless there are grounds 
for the belief that research in that direction alone 
will not lead to the discovery of the cause and cure. 
(2) To place before you some reasons for opposing 
as vehemently as possible the spirit of the age 
originally introduced from Germany , Cl Specialism,” 
for which the ignorant public shriek so loudly. 
It is sad that the cry has been answered by many 
an excellent general physician posing as a specialist 
in several branches of medicine. 

Diabetes mellitus is the name given to a series 


Kendall, E. C., ibid., p. 557. 
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of diseases in which dextrose appears in the urine, 
in quantities recognisable by the ordinary tests, 
whilst the individual is upon a normal diet. Cases 
of meningitis, exophthalmic goitre, and tumours 
of pancreas and pituitary gland in which glycosuria 
occurs are excluded. This definition excludes 
pentosuria, lactosuria, and laevulosuria. It includes 
a condition which some call “ dietetic glycosuria.” 
This inclusion is purposeful. I find that I am in 
the excellent company of Joslin of Boston in 
refusing to divide diabetes mellitus into two 
diseases, “ dietetic glycosuria ” and “ true dia¬ 
betes.” Many a case of so-called dietetic glyco¬ 
suria has developed into the more serious condi¬ 
tion, due to having taken no care, because a false 
sense of security dulled the observation of the 
patient and medical adviser. 

Those who recognise dietetic glycosuria base 
the definition upon the future history of the 
patient. I fail to see any value of a diagnosis 
which rests upon the distant future. 

A short time ago a man, aet. 38 years, came to 
me with a history that 8 years previously he had 
wished to insure his life. Sugar was found in his 
urine. His diet was modified. The sugar disap¬ 
peared. His medical adviser told him that he had 
been suffering from dietetic glycosuria, and that 
he might eat and drink whatever he liked. Nine 
months ago thirst appeared along with sugar in 
the urine. In spite of a diet poor in carbohydrate, 
sugar persisted, and he lost weight rapidly’. When 
I saw him he was emaciated, he had a central 
scotoma, probably diabetic, his breath smelt of 
acetone, and from the very low percentage of 
carbon dioxide in his, alveolar air I concluded that 
he was on the verge of coma. 

This was only one of a number who gave a 
history of sugar in the urine years ago and had 
treated the sign with contempt. 

Let us abolish the term “dietetic glycosuria” 
and save lives. 

The modern treatment of diabetes mellitus 
should be called the “ Allen ” treatment. It con¬ 
sists in the patient starving until sugar has been 
absent from the urine for 24 .hours, then finding 
the carbohydrate tolerance whilst the diet contains 
very little protein and practically no fat. When 
the carbohydrate limit has been found the protein 
limit is determined and then the required amount 
of energy is made up with fat, provided the addi¬ 


tion of fat does not lead to the appearance of sugar 
in the urine nor any evidence of acidosis. 

Time permits me to give only the briefest outline 
of the observations which led Allen to suggest the 
treatment. 

He removed various fractions of the pancreas 
from dogs, and found that when only a quarter was 
left that the dog died rapidly with many of the 
symptoms and signs of diabetes mellitus. 

If the dog were starved for a time, the sugar 
disappeared from the urine, and then if the diet 
were regulated very carefully the glycosuria 
remained absent and the animal could be kept 
alive indefinitely. He was careful to point out 
that, because an animal could be made to simulate 
a diabetic, we were not justified in assuming that 
the cause of diabetes was degeneration of the 
pancreas. Post-mortem observation, too, shows 
the fallacy of that assumption. 

If the treatment should be given a descriptive 
name I suggest that it be called treatment by ali¬ 
mentary rest. Some argue that the effect is due to 
the absence of food and ask why the treatment 
should not be called the starvation treatment. In 
my opinion the remarkable alteration in metabolism 
is not produced, simply by the absence of food, but 
is due to the cessation of secretion of various 
glands associated with the alimentary canal, and 
therefore treatment by alimentary rest is a more ap¬ 
propriate name than starvation treatment. Neither 
they nor I have any proofs to offer in support of 
the contention. 

There are two more reasorfc, namely the advisa¬ 
bility of preventing confusion between the Guelpa 
treatment, which was called the starvation treat¬ 
ment, and the Allen treatment; also the fact that 
a treatment called starvation, does not recommend 
itself to the patient.* 

The principle sounds simple but the details are 
numerous and complex ; the main object of these 
lectures is to impress upon you the necessity of 
carrying out the details in order to obtain successful 
results. Since the treatment necessitates starving 
for a variable time, perhaps up to 9 days, it is 
essential for the physician to satisfy himself that 
the improvement in the patient will recompense 
this self-denial. Again, it must be fully understood 
that a patient who begins the treatment and does 
not keep to the rules, is worse off than if he had 
not attempted it. 
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It is the duty of the physician to determine 
whether his patient is suitable for the treatment. 
As far as I know there is no treatment for any 
disease which should be adopted in every case of 
the disease. Arsenobenzene is contraindicated if 
the individual suffering from syphilis has chronic 
kidney disease : quinine is a poison to the patient 
suffering from malaria if he be subject to black 
water fever as well. 

The patient who is passing sugar in the urine 
should be examined as thoroughly as possible, 
because only after collecting all data can a treat¬ 
ment be devised to do the maximum of good. 
Possibly the best method is by filling in a history 
sheet winch has been arranged to include all 
essential observations. Disease of the thyroid, the 
pituitary gland, and new growth of the pancreas 
must be excluded. 

If the thyroid gland be enlarged, the symptoms 
and signs of exophthalmic goitre must be sought 
for; if all be absent the simple enlargement of 
the thyroid does not allow of the conclusion that 
the patient is not suitable for the Allen treatment. 

A radiograph of the skull taken to show the 
sella turcica will allow one to decide whether there 
is new growth of the pituitary gland. It is doubtful 
whether in that case the Allen treatment will be of 
any benefit. 

New growth of the pancreas is not easy to 
diagnose. If the examination of the stools shows 
the presence of fatty acids, it suggests that the fat¬ 
splitting ferments are not reaching the intestine. 
The iodatol test and the salicin test may confirm 
this. Obstruction of the duct is not always a feature 
of new growth. It is obvious that if a patient must 
die in a few months from malignant disease or any 
other cause, it would be unwise if not cruel to 
submit him to a period of starvation. 

Having satisfied oneself that there is no evidence 
of new growth, the next investigation should be to 
determine what infections are present. 

Syphilis as a cause of diabetes mellitus is, in my 
experience, rare, but should be excluded by the test 
of the blood for the deviation of the complement. 

The gums should be examined most critically; 
a film should be prepared from any exudation, and 
if, when examined microscopically, any large 
number of polymorphonuclear cells be found the 
patient should be treated by a dental surgeon 
for pyorrhoea alveolaris. Pyorrhoea alveolaris is 


extremely common in diabetes mellitus, possibly 
because the resistance to microbic infection is 
small in diabetics. Sometimes the most vigorous 
treatment does not succeed until the sugar in the 
blood is reduced. The relation of pyorrhoea 
alveolaris to diabetes has not been investigated 
sufficiently; perhaps the publication of my experi¬ 
ence may stimulate research in that direction. 

A diabetic man, aet. 54, was admitted from out¬ 
patients out of his turn at the request of my 
clinical assistant because he was going down hill 
rather rapidly. The day after admission 14*2 per 
cent, sugar was found in his urine. This rs the 
highest percentage which we have recorded for a 
long time, and I was anticipating a most interesting 
curve representing the fall in percentage whilst the 
patient was undergoing alimentary rest. 

The patient’s gums were very badly infected, 
and therefore without delay he was sent to the 
dental department, and there had the worst teeth 
removed. The second day after this, his urine was 
free from sugar, in spite of his not having been 
subjected to any fast nor to a diet free from carbo¬ 
hydrates. 

Two other cases have behaved in a similar 
manner, but were not passing such huge amounts 
of dextrose. I refrain from drawing any conclusion 
from this short series, recognising how frequently 
there is a great change in the amount of Sugar 
excreted without any apparent cause. 

I am of the opinion that the optimum diet 
cannot be found for a diabetic so long as he is 
suffeiing from a microbic infection. Suppuration 
should be sobght in other parts, nose, throat, and 
skin. 

The next examination is, 'perhaps, the most 
important, and by far the most difficult. Is the 
patient suffering from active tuberculosis? My 
limited experience has taught me not to treat cases 
of diabetes mellitus by the Allen treatment when 
they are complicated by tuberculosis. I shall refer 
to this later, and only mention it here to emphasise 
the importance of excluding tuberculosis before 
the form of treatment to be pursued is decided 
upon. We all know how extremely difficult it may 
be to determine early pulmonary tuberculosis even 
when no other disease is present. In a diabetic 
the diagnosis is very much more difficult, because 
many of the most sensitive methods cannot be used. 

Inspection of the chest, followed by most care- 
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€ul percussion and auscultation, may lead to the 
detection of catarrh, or consolidation or cavitation, 
suggestive of pulmonary tuberculosis. In the 
absence of signs the chest should be examined 
with the X rays either with a screen or by a radio¬ 
graph. 

Records of the temperature of diabetics are of 
little value, even with extensive active pulmonary 
tuberculosis the temperature may be subnormal, 
and vary very little during the 24 hours even if 
exercise be taken. 

The question as to the expediency of using a 
tuberculin test must be left to the individual 
physician ; he must, however, recognise that any¬ 
one who lights up quiescent tuberculosis in a 
diabetic, may be guilty of manslaughter. 

I should like to draw your attention to the remark¬ 
able fact that occasionally the sugar diminishes, and 
*ven disappears, in diabetics who develop a rapidly 
progressive puimonary tuberculosis. How far this 
is due to loss of appetite and poor absorption has 
not been determined. It is within the limits of 
possibility that the toxins produced by the disease 
produce a direct effect upon metabolism. 

Prognosis .—How can one determine whether 
a patient suffering from diabetes mellitus is going 
to live for years or going downhill in spite of the 1 
most skilful modern treatment? At present, as far > 
as I am aware, there is no method known. Those 
whfeh were used in the past proved fallacious even 
before the Allen treatment was introduced, and at 
the present day many of the apparently hopeless 
cases of quite young individuals, improve and go 
on living in comfort. 

The development of acidosis will naturally lead 
to an increase in the excretion of ammonia in the 
urine, but so long as that can keep pace with the 
manufacture of acid no great alteration takes place ■ 
in the apparent alkalinity of the serum. The ■ 
alkalinity of normal serum tested with litmus as an j 
indicator corresponds to N/35 sodium hydrate, j 
whilst towards the end, in some cases of acidosis, I 
this is reduced to N/80 sodium hydrate. A more ! 
rapid and equally efficient method is the estimation 
of carbon dioxide in the aveolar air. The per¬ 
centage of this falls as acidosis develops. The 
estimation of the percentage of C 0. 2 in alveolar air 
can be performed in a ward and consumes only a ! 
few minutes. j 

The estimation of the total dextrose excreted 


along with the total nitrogen, whilst the patient is 
on a carbohydrate free diet, allows one to arrive 
at the dextrose-nitrogen ratio. When this is 3*65 
it proves that none of the carbohydrate part of the 
protein molecule is being oxidised and that the 
case is one of severe diabetes; fortunately a case 
which is unable to utilise the carbohydrate part of 
protein need not remain in that state permanently. 

The .most miraculous part of the Allen treatment 
is the fact that the absence of food for a time, alters 
the metabolism in a way that leads to the utilising 
not only of the carbohydrate from protein, but 
even of carbohydrate supplied as food. Therefore 
at the present day the D : N ratio does not permit 
of prognosis. 

Perhaps it may be as well to recognise that 
there is no way known by which one is able to 
foretell what will happen to a diabetic when placed 
upon the u Allen ” treatment, and therefore if there 
be no contraindication it should be tried in all cases. 

The co-operation of the patient is essential for 
the success of the treatment. It is cruel and 
unwise to frighten the patient into giving consent 
to undergo the treatment, although, in my opinion, 
it is the duty of the physician to explain what is 
most likely to happen if sugar be allowed to persist 
in the urine. The man who has had considerable 
experience with the Allen treatment has seen the 
enormous benefit accruing to patients who have 
been pronounced as hopeless, feels justified in 
explaining the gloomy prognosis based upon the 
older methods of treatment; the inexperienced may 
hesitate in being so frank. 

Patients below a certain standard of intellect, 
and possessing no self-control, cannot be treated 
because they cannot grasp the gravity of the 
disease from which they are suffering and are 
unable to adhere to the diet when free from control. 

A short time ago a young Irish soldier suffering 
from very severe diabetes mellitus was admitted to 
one of my wards. I did my best to explain to him 
in simple language that he was suffering from a 
disease which would shorten his life very materially 
unless he consented to submit to treatment ; that 
the quantity of potatoes which he would be given 
would be small in amount, and that for quite a 
long time he would not be able to eat more than 
was absolutely necessary to satisfy his‘ hunger. 
He listened patiently, and then said, “ Ma fayther 
never did believe in doctors” ; he added that he 
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had always been accustomed to a natural amount 
of food, and he doubted, whether his constitution 
would stand any restriction of food. The poor 
man left the hospital and died a few days later. 

The doctor must induce his patient to regard 
him as a friend, not as a jailer. He must let his 
patient understand that he will allow him as much 
food as is good for him, and that it is no good 
attempting to obtain concessions, because any 
concession will delay his recovery. 

If the treatment is carried out at home, a com¬ 
petent nurse should be placed in charge, who will 
see that every order is fulfilled in detail. If at a 
nursing home, one must be chosen where medical 
cases are not looked upon as nuisances, and where 
the matron has sufficient control over every de¬ 
partment to be certain that orders are carried out: 
there are a few homes of this nature, but very few. 

You can well understand that there is no diffi¬ 
culty with the severe cases; when a man has to 
drink almost continuously, and nevertheless finds 
his mouth parched, he will do much to relieve his 
discomfort. The cessation of thirst, and the dis¬ 
covery of a moist tongue within 24 hours of the* 
onset of treatment, raises his hopes so high that 
there is no difficulty in making him obey orders. 

When the treatment was begun at the London 
Hospital, I passed over the first act of disobedience 
of any patient, but now send the patient out for 
the first offence. This may sound harsh, but 
experience has shown that if a patient will not , 
adhere to the rules whilst in hospital, it is quite | 
certain that he will not keep to a diet after leaving 
it, and therefore it is only depriving another 
patient of the chance of improvement by keeping 
him in hospital. 

Often a patient will ask how long he will have 
to fast. The reply to this question is very difficult. 
Of one thing we may be certain : that the time 
does not bear any relation to the quantity of sugar ! 
in the urine, nor to the carbohydrate limit of the 
patient. As an illustration of this we had two 
cases in Yarrow ward a short time ago : a girl, 
aet. 16 years, passing 12*5 per cent, sugar, and a 
woman, aet. 34 years, whose urine contained 1*25 
per cent, sugar. After the girl had fasted 40 hours 
the urine was free from sugar, whilst the fast of 
the woman had to be prolonged to six days before 
all the sugar disappeared from her urine. 

From a limited experience I am under the I 


impression that the length of the fast bears a 
direct relatiop to the percentage of sugar in the 
blood. The blood of the girl referred to above 
confained only o # i6 per cent, sugar, whilst that of 
the woman o*6 per cent. 

The estimation of the sugar in the blood should 
be carried out in most cases. Of course, thefe is 
no relation between the quantity of sugar in the 
blood and the quantity in the urine ; occasionally 
there is three times the normal quantity in the 
blood, and the urine contains no recognisable 
amount, whilst cases have been, recorded in which 
the percentage in the blood was below the average, 
and, nevertheless, there was quite a large per¬ 
centage in the urine. 

The estimation of sugar in the blood by the 
Lewis and Benedict method is rapid and sufficiently 
accurate for work of this type. Two cubic centi¬ 
metres of blood are withdrawn from a vein and 
mixed with 5 c.c* of distilled water, then 15 c.c. 
of saturated aqueous solution of picric acid are 
added. Water is then added to make the volume 
up to 25 c.c. This is filtered, and to 8 c.c. of the 
filtrate 2 c.c. of saturated picric acid solution are 
added. Then 1 c.c. of 10 per cent, sodium carbonate 
solution. The fluid is then evaporated rapidly 
until a precipitate appears, a few c.c. of distilled 
water are added and the mixture brought to a 
boil. Then the fluid is made up to 10 c.c. and 
placed in a colorimeter to be compared withatolu- 
tion prepared by boiling 5 c.c. saturated picric acid 
solution with 1 c.c. ro per cent, sodium carbonate 
solution and 0 64 m.g. dextrose and making it up 
to 10 c.c. This solution corresponds to o’i percent, 
dextrose. 

Treatment. 

(The quantities mentioned refer to tho'Se suitable 
for a patient of average weight , i. e., 50 kilos 
(112 lb .)). 

. For the first two days the patient is placed upon 
a diet containing a minimum of fat. One that I 
use consists of— Breakfast: Coffee, 250 c.c.; 
milk, 50 c.c.; an egg; raw lettuce, 120 grams. 
Lunch : Clear soup, 250 c.c.; lean meat, 60 grams.; 
cooked cabbage, 250 grams. Tea : Tea, 250 c.c.; 
milk, 25 c.c; radishes, 60 grams. Dinner: Clear 
soup, 250 c.c.; sole or turbot or plaice, 60 grams.; 
an egg ; stewed celery, 250 grams.; an orange. 

After these two days the patient remains ih bed 
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and is nursed as if he were recovering from a 
severe disease. He must be sheltered from mental 
4 exertion, worries, and relatives. The patient is 
, allowed to leave his bed for his morning bath and 
for the calls of Nature. The reason for -keeping 
the patient in bed is to reduce metabolism to a 
minimum in order that he may not lose more than is 
absolutely necessary during the period of restricted 
diet. 

It has been asserted that the glycosuria disap¬ 
pears more rapidly if exercise be taken; this is 
difficult to prove. In my opinion the advantage of 
having the patient under complete control, in bed, 
outweighs the possibility of the diminution of the 
period of alimentary rest. 

The patient is allowed as much water and soda 
water as he desires, but everything else taken by 
the mouth must be measured. 

The bowels must act at least once a day; a 
seidlitz powder given first thing every morning often 
suffices, but when it does hot it must be supple¬ 
mented with castor oil and an enema if necessary. 

Until 24 hours after the urine has become free 
from sugar the patient’s diet is restricted to weak 
tea, weak coffee, and a little clear beef tea. A 
melancholy experience proved to me that detailed 
instructions should be given as to the preparation 
of these simple substances. 

I take this opportunity of impressing upon you 
the fact that the majority of diabetics are extremely 
irritable and bad tempered ; in this there seems to 
* be yet another similarity between the disease under 
discussion and Grave’s disease. Many patients 
like their drinks hot and become very annoyed 
when tea or coffee arrives nearly cold. It is 
obviously useless to shield a patient from worry 
and then aggravate him by giving him his food 
cold when he demands it hot. 

If the fluids are measured in measuring glasses 
they are certain to be cooled too much, and there¬ 
fore it is important for the cups used to be of the 
right capacity, so that the fluid may be poured 
directly into them. 

Weak coffee should be made by pouring 300 c.c. 
of boiling water on to two heaped teaspoonfuls of 
freshly-ground coffee-berries in a jug which has 
been heated. The infusion should be allowed to 
stand 5 minutes and then «trajned. Weak tea is 
made by pouring 300 c.c. of boiling Water upon 
one heaped teaspoonful of tea,wWlti allowing it to j 
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stand for 3 minutes. -Clear broth should be made 
by dissolving an egg-spoonful of meat extract in 
100 c.c. of boiling water. 0 

At breakfast time 200 c.c. weak coffee and 
100 c.c. beef tea. • ri 

At lunch time the same as at breakfast. 

At tea time 200 c.c. of "weak tea. 

At dinner time 200 c.c. of weak tea an# rod?c.c. 
of beef tea. 

If the patient is in the habit of taking alcohol* 

a 0 ® < 

the accustomed amount may be given, provided 
it does not exceed 200 c.c. of whisky. It the 
patient is not in the habit of taking alcohol, it 
should be given only if he is very emaciated, or 
there is evidence of acidosis. 

The urine passed during the 24 hours is collected, 

8 o’clock in the morning being the time for start- , 
ing. The test used to determine Jhe presence of 
sugar must be very delicate, and the majority of ob¬ 
servers find thatt^Benedict’s test proves satisfactory. 

Benedict’s qualitative test consists of a solution 
of copper sulphate, 18 grm.; sodium citrate, 
180 grm.; sodium carbonate crystals, 200 grm. ; 
and water to 1000 c.c. Ten cubic centimetres of 
the solution are boiled for two minutes with 
10 drops of urine; the solution is then allowed to 
cool spontaneously. Cloudiness or a preciptate 
means the presence" of sugar. As a corroborative . 
test an alkali^ SQlution of sodium nitrophenyl- 
propiolate may be used, which, when boiled with 
dextrose, forms indigo. 

The diet mentioned above is continued until the 
urine has been free from sugar for 24 hours. This 
is an essential part'of the treatment, and any case 
which has not submitted to a fast of sufficient dura¬ 
tion to produce this result must not be considered 
as having been treated by the Allen method. 

I have already stated that the alteration of 
metabolism which is brought about by fasting 1 
shows itself by the absence of sugar in the urine, 
and, unless this alteration in metabolism is estab¬ 
lished, little, if anything, will be gained by placing 
the patient on the diet the details of which I shall 
tell you in the «ext lecture. 

You may think 1 ^labour this point too much, 
but experience has taught me that it is not possible 
to emphasise it too greatly. My w&rds are filled 
with cases fthjch have not responded to treatment 
attempted TTUtside the hospital, and time after time 
I have been informed by the patient that his doctor 
has told him to fast a day or two, but he need not 
I keep it up until all the sugar had disappeared 
from the urine^ It is half-hearted attempts like 
these which are doomed to /ailuret whifch bring 
discredit on mm treatment which, in ’careful hands, 
is proving a boon to the afflicted. 
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LECTURES ON URETHRITIS.* 

By PRANK KIDD, F.R.C.S., 
Surgeon to the London Hospital. 


Lecture II. 

* DIAGNOSIS. 

In the study of urethritis, the most important thing 
is accurate diagnosis : first^ as to whether a patient 
hasothe disease or not; secondly, if he has the 
‘disease, its stage, namely, acute anterior, acute 
posterior, or chtonic urethritis; finally, if the 
disease is in the chronic stage the accurate 
diagnosis as to where the disease is lurking, in 
what glands, or beneath what portion of the 
mucous membrane ? 

Why is accurate diagnosis so important? In the I 
first place many a man comes to~ipe who says that \ 
he has gonorrhoea and his doctor says the same. 
Yet when I come to examine his urethra by \ 
accurate methods I find he has no signs of disease 
whatever. Secondly, many a man comes to me j 
passed as cured by his doctor when in reality he 
is not cured at all. These are the men who 
spread the disease broadcast/ Again, many and | 
varied are the short cuts to cure^published every | 
year. Yet if you will analyse carefully the papers 
written on the subject you will find that many of 
those who publish these short cuts have no 
accurate standard of cure.* They publish as 
“cures” large numbers of cases which are in 
reality by no means cured. These “cures” 
fortified by the assurance of their healers, launch 
forth afresh and infect other women, and so the j 
disease goes round. ^ I 

Practitioners are persuaded to trust these new * 
methods, when in reality the methods may not be j 
curing but merely rendering the disease latent, j 
It is so easy to render the disease latent, { 
and to persuade yourself you have obtained “a j 
cure.” Again, take the question of marriage. ! 
How disastrous to let a man marry a healthy 
woman unless you really can say that he is 
free from disease. 

Now I am open to criticism of my treatment. 
Many 7 may say it takes too long and may wish to 
shorten it, but I am convinced that my methods of 
• Delivered at the London Hospital. 


diagnosis as to cure are extremely accurate. When 
I say by my methods that a man is not cured I 
am willing to swear to it, and so for the converse. 
No one then should embark on trials of a new 
treatment until he has first been thoroughly trained 
in accurate diagnosis, and until he realises how 
easy it is to get rid of urethral discharge and 
obtain an apparent cure. 

I propose, therefore, to start this lecture by 
describing my method of treating a case of 
chronic gonorrhoea or gleet, and of establishing the 
diagnosis. I * will then describe my method of 
treating an early acute purulent case. Note at 
once that the two methods of approach are poles 
asunder. 

i. Diagnosis of a Case of Chronic Gonor 
rhcea or Gleet. 

First step— We will suppose that the man has 
held vi^ter for some hours. He will probably 
complain of no discharge, but will state that the 
lips of the meatus are stuck together, and that he 
notes threads in the urine, or a gleety discharge on 
rising from bed. Strip the urethra, collect any 
discharge that can be obtained, and spread it out 
on several slides. (Note that many a man has 
gonorrhoea from whom not a trace of discharge can 
be obtained.) Fix and stain the films appro¬ 
priately and examine for pus cells and gonococci. 
If only pus cells are present, the man is suspect, 
though the case is not proven. This is the easiest 
and simplest proposition. But the man may have 
no obvious discharge, so that further investigation is 
needed. 

Second step .—Let the man pass urine into two 1 
glasses. The urine may be hazy with pus, that is 
to say, the haze does not disappear when acetic 
acid is added to the first glass, and becomes ropy if 
potassium hydrate is added to the second glass. 
This proves that a deep urethritis or a cystitis is 
present. (Note here that if a man is taking sandal 
oil, then his urine may be hazy with fat droplets. 
If the urine is clear but contains threads the man 
is suspect. Place a thread under the microscope, 
if it contains a large number of pus cells the man 
is almost certainly infectious. The urine may be 
clear and contain no threads, even so the man 
may be infectious as can be proved by the third 
step. 

Third step .—Ask the patient to kneel on a couch. 
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\ Cover the right index finger with a rubber finger 
\ stall, insert the finger into the rectum and pyo- 
lceed very gently to massage the prostate. (See Fig. 
% S.) After a minute or so several drops of opales- 
! cent fluid will drip from* the meatus. Collect a 
j drop on a slide, spread out and stain with borax 
I methylene blue or carbolthionin; examine under 
I a microscope. Healthy prostatic fluid consists of 
masses of amorphous bodies of varying sizes stain¬ 
ing a deep blue (Fig. 2). These masses are 
“ lecithin bodies ” or droplets of fat, prostatic fluid 
being an emulsion of fat or, in other words, a 
. lubricating fluid. A few epithelial cells are seen 
but no pus cells. If the contents of the vesicles 
are also expressed large pale blue discs of 
! vesicular secretion are seen, and sometimes large 
\ numbers of spermatozoa. If pus cells are also 
i detected you can be certain the man is suffering 
1 from prostatitis. If many pus cells are present 
1 you can be sure the disease is still infectfte, even 
though you fail to detect gonococci. If only a 
\ few pus cells are* present the help of a clinical 
| pathologist is needed, and the fluid should be 
\ examined by him on several occasions. Such 
jj examinations should include differential stainings 
i and cultural methods. The clinical pathologist 
\ will state if gonococci are still present. If so the 
! man is not cured. If absent on several examina¬ 
tions other bacteria will probably be detected 
| such as staphylococci, streptococci, or bacilli of the 
colon group. These are generally caused* by 
/ secondary infection, and are not contagious to a 
^ woman. 

Fourth step .—Suppose the man has passed all 
these tests satisfactorily you have still to examine 
the urethra with the urethroscope. No man should 
be passed as cured unless he has undergone this 
method of examination . When I note a man 
writing or teaching that the urethroscope is of no 
use, then I know that he has not tried sufficiently 
hard to train himself in the use of this instrument, 
a task that requires much patient perseverance, and 
I know that his published results cannot be trusted. 

With the urethroscope it is possible to detect 
the presence of common lesions such as infected 
glands of Littre.soft sub-mucous infiltrations, fibrous 
strictures, and rarities such as warts, polypi, pouches 
and so forth. In many cases that are constantly 
relapsing, the cause is at once detected as a 
suppurating gland of Littr£, which can be destroyed 



Fig. 1. —Directions in which to massage the prostate. 



B 

Fig. 2. —Prostatic fluid, a. Healthy, b. Purulent. 
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through the urethroscope, and the case is at once 
cured, or it may be found as a soft stricture which 
needs dilatation. Once more I wish to emphasise 
the fact that it is no good sending a man away 
labelled “cured” when you have not used the 
urethroscope, as you may be sending him away 
with an early soft stricture which, in the early stage, 
can rapidly be cured by dilatation, but which later 
one may become hard, fibrous, and perhaps uncur- 
able. This is one of the most important reasons 
why it is impossible for a bacteriologist to treat 
urethritis by vaccines alone in his laboratory. Even 
if he stops the discharge, he has not done his duty 
by his patient if he has not excluded stricture with 
the urethroscope. 

Finally .—If there still remains any doubt, all 
treatment is discontinued and the patient is asked 
to take alcohol daily for a week or a fortnight. At 
the end of this time he is again put through the 
tests. Alcohol increases the signs of inflammation 
if disease is present. 

After this series of tests we can usually say that 
the man is or is not cured. But in a small number 
of cases there is still doubt. These cases occur in 
men who have ridden hard a horse or a bicycle, or 
who have undergone long treatment at the hands 
of those who are not versed in the antiseptic ritual 
or urethral instrumentation. In such cases there 
is a persistent glycerine-like or milky gleet, not 
increased by alcohol, and the prostatic fluid shows 
a fair number of pus cells. Yet prolonged treat¬ 
ment does not appear to benefit the condition but 
rather to aggravate it. In such cases also the urine 
may show a most persistent haze consisting of 
bacteria and a few pus cells, or the urine may beclear 
and contain light floating threads. In such cases, 
at least three complete tests may be made, a clinical 
pathologist being present, who should take cultures 
and films of all the various secretions above 
described, the man being on alcohol. If all these 
test are negative for gonococci, and show simply 
the presence of staphylococci, or streptococci, or 
bacilli, then the patient can be passed as cured of 
his gonorrhoea, can be allowed to marry, and should 
discontinue all treatment. Treatment seems only 
to irritate such cases, whereas if it is discontinued, 
in a year or less the gleet dies away of itself. 

A Note on Threads. 

If the threads are a bright yellow colour, and 


sink at once to the bottom of the glass, you can be 
certain they are rich in pus, and are infective. 

If the threads appear as tiny yellow commas, 
which sink fairly quickly, you are dealing with little 
plugs of purulent secretion squeezed out of the 
prostatic ducts (prostatic or comma threads). 

If the threads are small and glycerine-like and 
rise to the top of the glass, you will find that they 
consist of epithelial cells and an excess of mucous. 
The case is probably cured, but the urethral mucosa 
and glands have been irritated by prolonged 
treatment into secreting an excess of mucus and 
epithelium. 

If the threads appear as long coils of "greyish 
mucus which neither sink nor float to the top, you 
are probably dealing with a secondary infection. 

Note that threads simply mean pus or mucus 
of urethral origin. The secretion lying on the wall 
of the urethra is swept up into threads by the 
stream of urine. A large number of healthy men 
pass threads in their urine, consisting of mucus 
from the urethral gland, and a few spermatozoa. 
This is especially so for a day or two after a seminal 
emission, Discourage your patients from inspect- 
ing their urine for threads : many a man passes 
threads who is quite healthy. 

(2) Diagnosis in a Case of Acute Purulent 
Urethritis. 

It is most important for you to learn that the 
diagnosis of an early acute purulent case (a few 
days to a few weeks after infection) is made in 
quite a different manner to that of a subacute or 
chronic gleet case (two months or more after 
infection). Unless I can get this idea firmly fixed 
in your minds you will suffer confusion. 

The diagnosis in an acute purulent case is 
usually easy as regards the gonococcus itself. Pro¬ 
fuse discharge is present. Take and stain a film, 
which will show at once the presence of pus cells 
and gonococci. 

What further facts do you need to know ? 
You want to know if the disease is still confined to 
the anterior urethra , or if it has spread to the deep 
urethra. This is easily determined by the glass 
test. Wash out the anterior urethra with one in 
aooo oxycy api^p qL mercury, by Janet’s mqfhod until 
the washings come away quite clear, as tested by 
pouring them into a glass and holding them up to 
the light; that is to say, till all the pus in the 
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anterior urethra has been washedjaway. Now ask 
the patient to pass water into a clean urine glass. 
If the urine is clear you have proof that there is 
no pus coming from the deep urethra. Diagnosis: 
acute anterior urethritis. If the urine is hazy or 
purulent (exclude phosphates and sandal oil) then 
you have proof that the pus is coming from the 
deep urethra. Diagnosis : acute posterior urethritis. 

Why is it so vital to ascertain these facts? If 
the disease is still confined to the anterior urethra 
you can hope for a cure in from 1 to 3 weeks 
{abortive treatment). If it has spread back further 
then you cannot by any means hope for a cure in 
under 2 or 3 months at the earliest, especially 
since you ought not to employ antiseptic washes 
to the posterior urthrethra at the outset (5 to^6 
weeks) with the idea of aborting the disease. 

The object of the test , then , is for prognosis. -— 
If the diagnosis is acute posterior urethritis, 
explain the case to your patient, and warn him 
that, though you can soon cause the obvious dis¬ 
charge to disappear, yet he will not then be cured; 
but that he will have to live carefully and undergo 
treatment for many weeks before you can promise 
a real cure. This is all there is in the glass test. 
You will read of a 2-glass, 3-glass, 5-glass, and 
even a 7-glass test. There is no need for all 
this complication of what is, after all, a very simple 
matter. One glass alone is required, and one 
enamel pot and an irrigator. Place the patient on 
a couch, and wash out the anterior urethra with a 
clear liquid into the pot until the washings, as 
seen by being poured into the glass and held up to 
the light, are seen to be clear of haze and threads. 
Empty out the glass, and then ask the patient to 
rise and pass water into it. If the urine is dear the 
deep urethra is clear. If the urine is purulent 
the deep urethra is purulent. What could be more 
simple than this ? It tells you if the patient is 
suffering from [anterior urethritis alone, or if he 
is suffering also fiom posterior urethritis. This is 
the vital fact you want to know, as you want to 
explain matters to your patient. 

Rectal Examination, 

Tactile diagnosis of inflammation of the prostate 
and vesiculce seminales. —In all cases, and especially 
in cases of acute posterior urethritis, examine the 
rectum with the right index finger encased in a 
rubber cot. .The prostate may not be swollen at 


all. Do not, however, massage the prostate as you f 
will only irritate. (Only in exceptional circum- / 
stances is it wise to massage the prostate during { 
the acute stage (5 to 8 weeks)). 

The prostate may be swollen up to the size of a 1 
tangerine orange on one or both sides. This means ■ 
that there is a prostatic abscess containing several 
drachms of pus. There is seldom any need to 
open such an abscess (see Appendix). Leave it 
alone to burst naturally into the deep urethra, 
unless there is concomitant retention of urine. In 
that case it is justifiable and often helpful to press 
gently on the abscess and partially empty it into 
the deep urethra with relief of the retention. This 
is one exception to the rule given above. 

In other cases the prostate is not swollen, but 
one or both vesicles can be felt to be swollen above 
and outside the prostate. These cases need great 
care in handling and should be put to bed. They 
suggest the likelihood of an approaching epidi 
dymitis or of swollen joints and iritis. 

I repeat again, “ Do not as a general rule begin 
to massage the prostate or the vesicles until at 
least 5 to 8 weeks from the onset of the disease ” ; 
that is to say, only when the chronic and quiescent 
stage is approaching in the natural course of 
events. 

A gonorrhoeal vesicle is sometimes mistaken for a , 
tuberculous vesicle by the injudicious. The diag¬ 
nosis is seldom in doubt if a proper history and 
examination has been made. Do not begin to ■ 
think of tuberculosis unless there exists no history 
of exposure to infection or of urethral discharge, 
but a history of spontaneous epididymitis of a 
nodular type, the urine remaining clear of pus. 

The diagnosis of epididymitis. —Do not forget 
that by far the commonest cause of epididymitis is 
gonococcal urethritis, but that at the onset of this 
complication the urethral discharge in the anterior 
urethra often suddenly dries up. Ask the man to 
pass water. You will find it full of pus in a gonor¬ 
rhoeal case, and, if still in doubt, the urine can be 
centrifugalised, and specimens of gonococci and 
pus be obtained. 

In the absence of venereal history and with a 
clear urine a sudden epididymitis is probably 
tuberculous. Suspend and rest the testicle a few 
days, when the acute|tydrocele will subside, and it 
will be possible to distinguish the nodular craggy 
epididymis, with perhaps isolated nodules or bead- 
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ings in the vas, an unfailing sign of tuberculosis. 
If necessary, apply the tuberculin tests, and search 
the urine or the prostatic fluid for tubercle bacilli. 

There is, however, another trap for the unwary 
| not mentioned in the text-books. It is not un¬ 
common for men who are run down by exposure 
and fatigue to develop suddenly an acute epi¬ 
didymitis with fever, pyuria, pain at the end of 
micturition, increased frequency of micturition, 
possibly pain in the back, and even a slight 
urethral discharge. The pathology is as follows. 
Being run down such persons absorb colon bacilli 
from their bowel into their blood and throw it 
out through the kidney and prostate. The bacilli 
lodge and set up inflammation and spread to the 
epididymis. Such cases often suppurate. Gonor¬ 
rhoeal epididymitis never suppurates. 

The diagnosis is made by cultural examination 
^ of the urine, which reveals the colon bacillus in 
pure growth. I have many instances in my notes 
of this trouble. Such patients often have a con¬ 
comitant stricture or senile enlargement of the 
prostate. 

Finally, if a testicle has suppurated and you 
detect a sinus, then you may be certain you are 
dealing with the tubercle bacillus or the colon 
bacillus. 

Differential Diagnosis. 

Be on your guard against making a rash diagnosis 
of urethritis because you see pus issuing from a 
long foreskin. Many a case of balanitis is wrong¬ 
fully labelled as urethritis. If there is phimosis 
and pus under the foreskin 

(1) Make a film and stain. In balanitis no 
specific diplococci are seen, only mixed cocci or 
bacilli. 

(2) Wash away all thepus from under the foreskin 
and then ask the patient to pass water. If the 
water is clear, you have proof that there is an absence 
of acute urethritis. 

(3) Slit up the foreskin if it cannot be retracted 
and inspect the parts beneath. Usually soft sores 
or a chancre or septic warts will be found, and 
occasionally even a cancerous or phagedenic ulcer. 
Do not, however, forget that specific urethritis may 
be present as well as balanitis. 

(4) Another common lesien of the foreskin or 
glans penis is Herpes. Herpetic sores are usually 
multiple, a little larger than a pin's head, with well- 


defined punched-out edges, a yellow or grey floor* I 
and painful and tender to the touch. Once a man j 
has developed Herpes, he is constantly liable to 
relapse of the trouble. The'exact pathology of 
Herpes of the penis is not known^ but 1 believe these 
little ulcers are caused by some specific germ* 
which once contracted lives on the penis, and from 
time to time works up its virulence and causes 
ulceration. Probably mechanical excoriation 
during coitus plays a part in each relapse. A 
little urethral discharge, with pain on passing water* 
is quite common in Herpes* and is due to ulcera¬ 
tion inside the meatus. The urine is clear and the 
microscope proves the absence of gonococcic 

(5) Do not forget how common it is to find the 
burrows of scabies not only in the foreskin, but on 
the surface of the glands itself. 

^6) Remember also that ulcers about the fraenum 
may be simple mechanical tears,, not infected by any 
specific organism. 

Lecture HI. 

COMMON METHODS OF EXAMINATION 
AND TREATMENT. 

Films for Microscopic Investigation. 

(1) To prepare a film of meatal pus .—Take a 

platinum loop and dip it in the secretion that can 
be squeezed from the meatus. Spread this out 
with a circular movement on a slide so as to make 
a thin even film. Fix by heat, stain for a few 
seconds with borax methylene blue, wash under \ 
the tap, dry by heat, and examine under a drop of \ 
cedar oil with a oil immersion lens. \ 

(2) To prepare a film of prostatic fluid. —Ask \ 
the patient to pass water, and shake the urethra \ 
free of drops. Massage the prostate of the kneel¬ 
ing patient until several drops of secretion drip 
from the meatus. Collect a drop on a slide, make 
a film, and stain as above. Look especially for 
pus cells (evidence of inflammation). Do not be \ 
disappointed if you cannot find bacteria. Pus cells 
are of far more moment than bacteria. 

(3) To prepare films of threads . — Fish the / 
threads out of the urine by means of a platinum. - 
loop and spread them out with a circular move¬ 
ment on to a slide. Blot away superfluous 
moisture. Dry by heat, stain, cover with Canada 
balsam and a cover-glass, and examine as before. 
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The Irrigation Methods of Janet. 

One of the most notable advances in diagnosis 
and treatment is the method evolved by Janet of 
irrigation of the urethra. Practice in this method 
is one of the first essentials for a man who wishes 
to study diseases of the urethra. 

Apparatus required .—A glass, metal, or rubber 
receptacle capable of holding two or more pints 
of fluid, which can be raised or lowered at will to a 
height of at least 5 feet above the level of the 
patient’s qrethra. The advantage of glass is that 
the fall of the fluid can be observed, especially if 
the glass is graduated. To the lower end of the 
receptacle should be fitted 6 to 9 feet of rubber 
tubing provided with a simple clip, or better, a 
spring clip. To the free end of the rubber tubing 
is attached a urethral nozzle of some kind (see 
below). I employ nickel nozzles made to my 
pattern by Montague and Co., of 69, New Bond 
Street. Failing a special nozzle, a simple piece of 
tapered glass tubing with a smooth opening will 
suffice. The ideal irrigator for large clinics is 
made in the form of a lift let into the wall which 
can be raised by means of a handle. This has 
been designed for my private use by the Titan Lilt 
Company, and I cannot too warmly recommend it. 
Failing this, it is an easy matter to rig up a system 
of pulleys ; or the irrigator can be hung on to a 
nail or picture hanger on the wall. I have designed 
a portable irrigating apparatus for the use of 
patients which is supplied with printed directions 
by Montague and Co., 69, New Bond Street. In 
the Army I believe a pail is used raised on a shelf, 
the rubber tubing being attached to a bit of glass 
ubing bent and used syphon-wise. This is a j 
useful plan where no special materials are to hand, j 

! 

: 

The Method of Anterior Irrigation. j 

The patient lies on a couch with a pot between j 
his legs, or he can sit over a sink or in a bath, or j 
he can stand or sit wearing a mackintosh apron j 
with the penis projecting through a small hole 
cut in the mackintosh and the lower end of the 
mackintosh folded gutter-wise into a pail. The 1 
irrigator is filled and raised three to four feet only 
so as to get a fair head of fluid, yet one not sufficient 
to force the sphincter and penetrate to the deep 
urethra. The operator grasps the rubber tubing 
just above the stem of the nozzle with the fingers 


and thumb of his right hand, releases the clip and 
controls the fluid with fingers and thumb only. 
With his left hand he takes the penis between the- 
middle and ring finger, the back of his hand 
being towards the abdomen, and with the first 
finger and thumb he opens out the meatus. He 
then inserts the mouth cf the nozzle just inside the 
meatus and allows the fluid to flow into the urethra. 
The fluid flows as far as the bulb, when it meets 
the resistance of the compressor urethrae muscle 
(“cut-off muscle ”). It then flows back and flows 
round the mouth of the nozzle and falls into the 
pot or pail. 

By pressing the nozzle to and fro quickly a 
little more into the urethra and then withdrawing 
it slightly the operator endeavours* very gently 
alternately to balloon and collapse the urethra. In 
this way the folds of the urethra are ballooned out 
every other second so that the fluid gets at the 
whole mucous membrane. This trick is hard to 
describe, but is soon learnt at a practical demon¬ 
stration. Especially when dealing with acutely 
inflamed urethras the very utmost gentleness must 
be used. 

The washing goes on till two or three pints of 
fluid have been used if treatment is being carried 
out, or until the washings come away clear of pus 
and threads if the method is being used for 
diagnosis. For diagnosis sterile water can be 
used, or, better still, 1 in 4000 oxycyanide of 
mercury. For treatment of acute cases of urethritis 
you should generally employ a solution of potas¬ 
sium permanganate in varying strengths : 1 in 4000 
in acute cases, i in 2000 in. sub-acute cases, 1 in 
1500 or even 1 in 1000 in chronic cases. 

The Method of Posterior Irrigation. 

The irrigator is raised to a height of 5 ft. The 
operator first washes out the anterior urethra with 
half a pint or so of wash. He then gently advances 
the nozzle so as to block the urethra completely. 
The patient is told to relax his muscles, to turn his 
attention to other things, or to imagine he is 
passing water with the idea of relaxing the “ cut-off 
muscle.” (To aid in this for the first few sittings it 
is advisable to inject before the treatment a drachm 
of 2 per cent, novocain or stovaine solution into the 
urethra with a hand syringe or a boiled stylo-filler,, 
and ask the patient to hold this in the urethra for 
some minutes with the finger and thumb. This- 
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disentises the urethra and the compressor reflex is 
lessened or abolished.) If the patient can be 
got to relax his muscle, a trick which he may not 
learn till after several sittings, then the fluid flows 
past the muscle into the deep urethra and fills the 
bladder. At the end of the sitting the patient 
rises and passes out the wash. In this way a 
thorough flushing of the deep urethra and bladder 
is obtained without the need of passing any catheter 
with its attendant complications and difficulties of 
passage and sterilisation. The deep urethra and 
bladder can thus be given antiseptic washes in the 
most simple and effective manner. 

I cannot too carefully warn my hearers against 
using roughness and force in their manipulations. 
The process is one that requires patience and tact 
—not force. Do not worry if you cannot get the 
wash through at the first few sittings. ’ Use these 
as lessons to train the patient in learning the trick 
of relaxing the sphincter. Once he learns the trick 
the fluid passes through with the greatest ease and 
can then do no harm. But if an attempt is made 
to force the fluid through in the first sitting against 
an unwilling sphincter, it may fause severe pain and 
may make the trouble worse and even set up 
epididymitis. It is better to desist than to employ | 
force. Sooner or later the patient will let the fluid 
in quite easily. 

Again, do not try at the first few sittings to 
press more than a few ounces into the bladder. 
Later on the patient will take half a pint easily. 
But at first he will usually only take an ounce or 
two. This is quite sufficient to diminish the in¬ 
flammation of the deeper parts. Again, do not try 
to use too strong washes at first. Begin with quite 
weak ones, such as potassium permanganate i in 
5000, and only work up gradually to stronger ones, 
such as 1 in 2000, at the strongest. On no pre¬ 
tence whatever employ a height of more than 5 ft. 
In Germany I have often seen them raise the irri¬ 
gator to as much as 10 or 11 ft., so as to overcome 
the sphincter by force rather than persuasion. 
This is the greatest mistake that can be made. It 
is brutal and unnecessary and defeats its own 
object. 

Indications for Janet’s Irrigations. 

(1) Anterior irrigations are used for treating 
urethritis, both anterior and posterior, from the 
earliest stages; for washing the anterior urethra 


free of pus in the diagnosis of acute early cases; 
and invariably before the passage of any urethral 
instrument, except the urethroscopic tube. If used 
before this they spoil the picture. 

(2) Posterior irrigations are used chiefly in sub¬ 
acute or chrbnic cases, at least 5 or 6 weeks 
after the onset of the discharge, and when the deep 
disease is dying down by natural resolution. They 
should never be used in early acute posterior cases 
unless the patient is lying up in bed, and unless 
the doctor is an expert, and then only under 
exceptional circumstances; for instance, in joint 
cases, and then only in weak dilutions, such as 1 in 
8000 to 1 in 5000 potassium permanganate. 

Posterior irrigations are also most useful in cases 
of chronic cystitis, and should always be employed 
(oxycyanide of mercury 1 in 4000) before a bougie 
or catheter is passed into the bladder. 

Urethral nozzles .—The most primitive form 
consists in some inches of glass tubing tapered at 
one end into a cone, so as to be able to enter and 
block the urethra. The objection to this is the 
splashing. A development is seen in the provision 
of a mushroom-like shield on the wall of the 
nozzle made of glass, as in the Ryan or Wyndham 
Powell nozzle. For use in large clinics Montague 
has made a modification of the Wyndham Powell 
nozzle. The shield is of rubber, so cannot break. 
The stem is of non-rusting metal. The nozzles 
are of non-rusting metal, and are detachable. 
The shield and stem are kept in weak lysol solu¬ 
tion, and the nozzles are detached and boiled after 
each wash. For the use of patients in small 
clinics I have designed a smaller nozzle and shield 
all in one piece, made of unrustable metal, which 
can be boiled, and which cannot break. 

Injections. . 

If the patient cannot attend daily for irrigations, 
or if, for any reason, it is not possible for him to 
use the portable irrigating apparatus himself (which 
is true of most hospital patients), then it is neces¬ 
sary to employ injections with a hand syringe. The 
danger of such injections is that the patient may not 
sterilise the syringe before use, so that he develops 
secondary infections, which are more difficult to 
cure than pure gonococcal infections. This is the 
real danger of injections. There is an old bogey 
widely taught in the schools that there is danger 
of forcing the injections too far back, I cannot 
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too emphatically repudiate this absurd idea. The 
sphincter muscle sees to it that the patient does not 
push the injection into the deep urethra. 'If a 
urethra is so little inflamed and consequently so 
insensitive that the spinchter lets an injection 
through into the bladder and deep urethra, then 
the injection can only do good and no possible 
harm. 

For out-patients I am accustomed to order a 
cheap glass syringe, and the patient is given 
-exact printed directions : first, how to sterilise it; 
secondly, how to use it. 

They are as follows : 

Directions for Injecting (Out-patient Practice ). 

(1) Buy a glass syringe at the Hospital Dis¬ 
pensary, where you will also obtain the bottle of 
injecting fluid ordered by the doctor on your book. 

(2) Buy a small saucepan with a cover and a 
small cheap cup. After you finish injecting (and 
also before you inject for the first time): 

(3) Place the syringe and the cup in the sauce¬ 
pan and cover with a little water; raise the water 
to boiling-point, holding the saucepan over a fire 
or spirit lamp. ■ 

(4) Place the cover on the saucepan and put it 
aside to cool in a safe place. 

To Inject. 

(5) First pass water. Then take the cup out of I 
the saucepan and empty it. Pour into it a little of 
the injecting fluid out of your bottle. Pick the 
syringe out of the saucepan and suck up the 
injecting fluid into the syringe/ Place the nozzle 
of the syringe very gently inside the mouth of the 
canal. Fill the canal with injecting fluid, withdraw 
the syringe, and by means of the finger and thumb 
hold the fluid inside the canal for two minutes; 
then let it out. 

(6) Inject at least twice a day, and if you can 
possibly manage it you will get well quicker if you 
inject three, or even fpur times a day. 

For private patients I have devised an injecting 
outfit, known as my outfit A, and to be obtained 
at Wallas & Co., 36, New Cavendish Street. The 
box contains a ‘glass tube with a rubber stopper. 
The syringe is placed in this and the tube filled 
with water. Tablets of corrosive sublimate are 
provided, one of which is also dropped into the 
tube and makes a solution of 1 in a 1000. This 


ensures that the Syringe is always kept germ free.* 
Another space in the box contains a 4-oz. bottle of 
injecting fluid. 

When the patient syringes he washes his hands 
and then passes water. He then removes the 
syringe from the tube, pulls back the piston and 
unscrews the nozzle of the syringe. He then fills 
the open barrel of the syringe from the bottle of 
injecting fluid and screws on the nozzle. He then 
fills the urethra from the syringe and holds the 
injection in for two minutes. He then drops the 
empty syringe back into the tube, corks the tube, 
and the sitting is over. 

He should inject at least three times, and better 
four times a day. Potassium permanganate is used 
in strengths of 1 in 3000 for acute cases, 1 in 2000 
for sub-acute cases, and 1 in 1500 and 1 in 1000 
for chronic cases. The syringe is of 4 drachm 
capacity and has a smooth conical vulcanite nozzle 
which fits the urethra snugly and cannot damage it. 

I cannot too strongly condemn those forms of 
syringe which are often recommended and sold, 
especially by chemists, where a catheter or long 
tube is attached to the syringe for passing down, 
the urethra. These damage the inflamed urethra, 
and may lead to severe secondary infections. 
Syringes with a screw piston are unnecessarily com¬ 
plicated and expensive. I find the syringes in my 
outfit A were all made in Germany, so that it is 
not possible to obtain them now. Wallas & Co. 
are now selling for me a 2-drachm syringe with a 
rubber tip. This has to be inserted into the mouth 
of the bottle containing the injecting fluid, the 
bottle inverted and the syringe filled by suction, 
not altogether an ideal method. 

Fluids for Injections. 

One recent book recommended something like 
50 different injecting fluids. A man who needs to 
recommend a lot of fancy injections is a man who 
does not understand how to drive the lurking 
coccus out of its special lairs, such as the prostate, 
j the glands of Littre, and submucous infiltrations. 

I If your injections are not curing the disease do not 
J blame the injections. Blame your lack of urethral 
knowledge. Try increased strengths of the old 
' injections, and, above all, examine the prostate and 
' use the urethroscope. If a man understands his 
1 job he will find that only a few different kinds of 
! injecting fluid are required. 
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(1) For acute cases and for most chronic cases 
there is nothing to be compared to potassium per¬ 
manganate in strengths from i in 4000 to 1 in 1000, 
varying with the acuteness of the inflammation. 

(2) In the later stages an astringent injection 
may be used. The best is zinc permanganate in 
strengths of 1 in 8000 up to 1 in 2000. 

(3) In a few chronic cases silver nitrate may 
prove helpful as an astringent in strengths of 1 in 
5000 to 1 in 1006. 

(4) In cases of secondary infection nothing is j 
better than oxycyanide of mercury in strengths of 

1 in 2000. 

With these 4 injecting fluids I will undertake to 
cure almost any case of urethritis. Failure of these 
means failure to detect a soft stricture, an infected 
gland of Littre, or a latent prostatic or vesicular 
collection. 

I do not deny that there are many antiseptics 
that are useful, but what I strongly maintain is 
that these 4 are excellent antiseptics for urethral 
use, and that it is far better to familiarise yourself 
with a few simple formulae rather than to be always 
changing your formula in the hopes of stopping a 
discharge. I repeat again, if a* discharge persists 
it is not the fault of the antiseptic ; it is due to your 
failure to detect a lurking cause of relapse. 

My experience in practice is that preparations 
of colloid silver and iodine are not needed and are 
sometimes harmful, especially as they are often 
prescribed in too great strengths. Protargol, for 
instance, stops the % discharge, it is true; but I find 
that when prescribed, as it usually is in excessive 
strengths, it leads to soft strictures, which are very 
troublesome to cure. For this reason I advise you 
not to prescribe injections of protargol, argyrol, 
iodargol, and so forth. I am sure they are often 
harmful, as they are usually prescribed in excessive 
strengths and are rather expensive. 

While on the subject of injections I want to I 
warn you against another practice. I refer to I 
the use of medicated bougies. It is so easy j 
to prescribe these, and the patient takes to the 
idea of shoving strongly medicated substances up 
into his urethra. I quite agree that they may 
appear to diminish the discharge, but I find that 
they often lead to most troublesome soft strictures. 
But worse than that, I find that they may lead to 
severe forms of secondary infection, as it is not 
always possible to secure that their surface is kept 


clean before being thrust into the urethra. The 
point is that these patent antiseptics and medicated 
bougies are not needed at all in the cure of 
urethritis if a man understands his job. If a man 
knows how to use the simple injecting fluids I 
have mentioned, and if he knows how to control 
his results by observations on the prostate and 
urethra, then he will find no need for these make¬ 
shifts of the inexpert. 

Massage of the Prostate. 

Insert a gloved finger into the rectum. The 
prostate may at once be felt to be swollen, hot, and 
tender, or its outline may be lost and nothing be 
felt but a large, smooth, projecting abscess. If the 
prostate is too tender no further examination 
should be made; but if not, make gentle pressure 
with the finger from the outer limits of the 
swelling forwards and inwards towards the urethra. 
After a certain number of such squeezings it will 
be found that a drop or more of purulent or 
opalescent fluid has appeared at the meatus. This 
is prostatic fluid. If needed for examination it is 
caught on a microscopic slide, spread out as a film r 
fixed by heat, stained with methylene blue, washed, 
dried, covered with cedar oil, and inspected with 
a oil immersion lens. 

Healthy prostatic fluid consists of little else but 
droplets of fat (lecithin) suspended in a clear fluid. 
These are seen in the film as blue amorphous 
particles of varying sizes. Here and there ai> 
epithelial cell may be seen, but pus cells are 
remarkable by their absence. In prostatitis the 
film of prostatic fluid contains a large number of 
pus cells. This is the diagnostic feature. It is 
uncommon to find either gonococci or other 
bacteria in a stained film unless the examination 
be made as the acute stage is coming to an end,, 
and it is usually only possible to isolate the bacteria 
by special stains or by culture on suitable media. 
I cannot too emphatically warn you to use only 
the greatest gentleness in this procedure. The 
process is one of “ peaceful persuasion.” A heavy 
hand is not needed. If too great force.is used 
the rectal mucous membrane may be torn which 
will cause a fissure in ano and even ischio-rectal 
abscess. I have never seen this in my owa 
practice, but cases have been brought to my 
notice with these sequelae in which too- great force 
has been used, the operator not having realised 
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Kthat great force is not required. Again, there is 
rjthe risk of setting up epididymitis if force is 
/ used. The process should last only one or two 
| minutes, and the object has been obtained if a 
drop or two of fluid can be seen exuding from 
the meatus. Cure attends gentle methods. 

By thus emptying the prostate not only do 
you remove some of the infected contents but you 
open up also the blocked ducts so that drainage is 
improved. You also ensure that fresh fluid from 
the blood-vessels enters the prostatic tubules 
^“nature’s antiseptic fluid”), and probably you 
liberate a certain amount of gonococcal endotoxin 
and produce an auto-vaccination of the patient 
with his own vaccine from his own germ as it 
lives in the tissues. 

As a general rule, prostatic massage should not 
be carried out more than every fourth or fifth day, 
and in many cases once a week is enough, or even 
onqe a fortnight. In chronic cases give a course 
of prostatic massage every fourth or fifth day for 
four weeks. Then give the parts a rest and if 
possible get the patient away to the seaside. After 
a rest of two or three weeks test the fluid micro¬ 
scopically, and if not yet healthy institute another 
course of some weeks' duration. It is a great 
mistake to go on too long without a period of 
rest. 

bidications for Prostatic Massage. 

(1) As a diagnostic measure in subacute or 
chronic cases, to obtain a specimen of fluid for 
microscopic examination. 

(2) In subacute cases every second or third day, 
to secure the subsidence of the swelling, and 
drainage of the glanular tissue. 

(3) In chronic cases every fourth or fifth day to 
secure drainage and auto-inoculation. 

(4) In acute cases never, except under two con¬ 
ditions : first, when there is retention of urine, to 
secure rupture of an abscess into the deep urethra ; 
secondly, in joint cases to empty the blocked vesi- 
culae, and prevent further absorption of gonococci 
into the circulation. 

Lubricants. 

The ideal lubricant is one soluble in water, that 
contains no oil or fat, that is strongly antiseptic, 
non-irritating, and always ready for use. The 
objection to oily lubricants sterilised by heat is not 


that they are sterile, but that they coat instruments 
and the urethra with a film of fat. A film of oil 
makes it more difficult to cleanse the surface of an 
instrument, and prevents formaline vapour from 
acting efficiently as a sterilising agent on the surface 
of an instrument Again, a urethra coated with 
oil cannot benefit from lavage by antiseptic fluids. 

I have abolished all oily lubricants from my clinic, 
as there is no need for them. 

The ideal lubricant consists of sterilised glycerine 1 
20 parts, tragacanth 2 parts, oxycyanide of mercury 
1 quarter part, sterilised distilled water 100 parts. 
This formula we owe to Casper of Berlin, and it 
has been widely copied as the K. Y. lubricant. 

It is put up in tin squeezer tubes with a screw top, 
and is thus portable, and always ready for use. » 
It is sterile and antiseptic, is a good lubricant, is j 

transparent for cystoscopic use, and is soluble in j 

water. I 

How to Anaesthetise the Urethra. i 

The best drugs are stovaine, 4 per cent., or | 
novocaine nitrate, 4 per cent., in sterilised dis- ^ 
tilled water. Cocaine should never, on any pretence 
whatever, be used in the urethra. Cases of death 
from this practice have actually been reported in 
the literature, but far more deaths have occurred 
which have not been reported. One half a grain of 
cocaine placed in the deep urethra is more than 
likely to kill a patient. Be wise, then, and do not 
permit any cocaine in the clinic. Otherwise you 
will be tempted to use it, and afterwards have 
cause for regret. 

Novocaine and stovaine are 10 times less toxic / 
than cocaine, and nearly as powerful analgaesics. I 
Their solutions can be sterilised by heat. There I 
is no need to add adrenalin. Three to four I 
drachms of a 4 per cent, solution of these drugs J 
can be used with safety. In practice less than a / 
drachm usually suffice, and, as the solutions are\ 
expensive, they should be used sparingly. 1 

How to ancesthetise the anterior urethra. —Suck 
up a drachm of 4 per cent, stovaine solution 
into a boiled stylo filler. Inject this into the 
urethra, and get the patient to hold it for some k 
minutes by grasping the penis behind the glans 
with the thumb and forefinger. 

How to amesthetise the deep urethra. —Suck up a \ 
drachm of 4 per cent, stovaine solution into an I 
Ultzmann’s syringe and catheter, lubricate and pass I 
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the catheter into the deep urethra. Press home the 
piston, and withdraw the instrument. ' You can 
tell exactly when your catheter enters the deep 
! urethra, as you can feel the tip ride through the 
resistance of the compressor urethrae muscle. 

* 


f 


l 
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Ultzmann’s Syringe and Catheter. 

This consists of a curved metal catheter with a 
very small central bore to which can be attached a 
small syringe. Fill the syringe with silver nitrate 
solution, i, 5, io, 15, or 20 grains to the ounce of 
distilled water. Attach the syringe to the catheter, 
lubricate, pass into the urethra until the catheter is 
felt to pass through the resistance of the com¬ 
pressor urethrae muscle. Inject the contents of 
the syringe, so that they fall into the deep urethra. 
Remove the catheter. After a few minutes ask 
the patient to pass water. Warn him that this 
will cause an intense burning sensation and that he 
will experience this for some hours after. If this 
is very severe, let him sit in a hot bath for relief. 

Indications .—This method of treatment is of 
great value in the last stages of the disease when 
there is simply a clear urine with a few threads 
and a moderate amount of pus in the prostatic 
secretion. Start with the lowest strength and work 
up to the highest strength. Never use these injec¬ 
tions more than once or twice a week. Copper 
sulphate 4 per cent, in glycerine can be used as a 
useful variant on these silver preparations, especially 
in cases where silver is found to irritate. Some 
patients have an idiosyncrasy against silver. 

Warning —Use the Ultzmann pattern of catheter, 
as it can be boiled and is easily passed. Do not 
use the fashionable Guyon syringe and acorn¬ 
headed gum elastic catheter. The latter cannot be 
boiled and is therefore an undesirable possession. 
Only the Ultzmann catheter need be boiled. The 
syringe should be kept in weak lysol solution. 
The piston will need renewal from time to time. 

When it is desired to anaesthetise the deep 
urethra prior to cystoscopy or deep urethroscopy 
the ideal method is to inject two drachms of 4 per 
cent, stovaine solution into the deep urethra with 
the Ultzmann syringe. 


Urethral Instruments.—Bougies, Catheters, 
and Dilators. 

Instrumentation .—In this connection a complete 
revolution of method has taken place in the last 
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10 years. The normal urethra swarms with bac¬ 
teria in its first inch or so, but higher up it is sterile. 
It has been proved that it is quite possible to steri¬ 
lise the urethra for a short time by .means of 
antiseptic washes. If this is not done before in¬ 
strumentation bacteria will be pushed up by the 
instrument and planted in the deep urethra and 
bladder. It may therefore be laid down as an 
absolute rule of practice that no instrument should 
be passed up the urethra until the anterior urethra 
has been well flushed with an antiseptic lotion.® 
The best antiseptic wash is oxycyanide of mercury 
1 part in 4000 of water, but if that cannot be 
obtained boracic lotion or lysol i drachm to the 
pint of water may be used. The wash is made up 
in a douche tin or bag and suspended 3 to 4 ft. 
above the level of the patient’s urethra. To the 
tubing of the douche tin is attached a urethral 
nozzle and shield. A pint or more of the wash is 
allowed to flow into the urethra through the nozzle 
up against the compressor urethrae, whence it 
rushes back again and out around the mouth of 
the nozzle, which is not allowed to block the 
urethra completely. The hands of the operator 
must also be cleansed with soap and water and the 
meatus and the glans penis cleansed with the irri¬ 
gating lotion. All urethral instruments will with¬ 
stand sterilisation by heat except those made of 
gum-elastic. Modern gum-elastic instruments 
will, however, withstand boiling water for a time, so 
that in emergency the practitioner is advised always 
to boil his instruments. 

Bougies. 

In the treatment of chronic urethritis bougies 
are indispensable. 

Metal Bougies . 

Nickel or nickel-plated metal bougies should 
entirely replace the old-fashioned steel bougies 
which get rusty and blacken so quickly. The 
nickel bougies will need replafing from time to 
time, but do not rust. The most useful nickel 
bougies are those made for me by Montague. 
They possess the Benique curve, and they run on 
the Charriere scale from 14 to 24. The Benequ6 

* The only exception is the urethroscopic tube. Lavage 
before urethroscopy may spoil the pathological picture. 
Always give a thorough posterior irrigation of oxycyanide 
of mercury after urethroscopy. 
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curve is the natural curve of the urethra. These 
bougies are useful under two conditions. 

(1) In casts of chronic prostatitis and vesiculitis . 
—Fill up the bladder with 1 in 5000 silver nitrate 
solution. Lubricate and pass a No. 24 bougie, 
and leave it in place for some minutes. Remove 
the bougie and massage the prostate and vesicles. 
The bougie opens up the ducts for drainage, pro¬ 
ducing also by its weight internal massage of the 
ducts. 

(2) In casts of stricture , both soft and hard , 
to prepare the way for Kollmann’s dilators and 
accustom the urethra to the use of instruments. 


t 



Gum-elastic Bougies. 

These are made of plaited linen cotton or silk 
thread into which is worked the special form of 
shellac varnish known as “ gum elastic.” Different 
pigments are mixed with the shellac so as to 
produce different degrees of hardness ; for instance, 
there are yellow, brown, red, black, and white gum- 
elastic bougies. In former days gum-elastic bougies 
would not withstand boiling. Those now made 
will usually withstand boiling, provided they are 
j picked out of the boiling water and placed separately 
on a sterile towel so as to let the heated varnish 
cool and'harden before being rub’ ed in any way. 
The white gum elastic instruments withstand boil¬ 
ing best of all. For occasional use it is always 
wise to boil a gum-elastic bougie for two minutes. 
^ In large clinics the sterilisation can be carried out 
by means of formalin vapour as described below. 
One or more complete sets of olive-tipped gum- 
. elastic bougies will be required running from No. 1 
I Charriere up to No. 18 Charriere. These are used 
| in dilating fibrous strictures of fine calibre after the 
diagnosis has been made wi^h the urethroscope. 

It is always well to possess two or three Harrison 
whip bougies for use in the case of difficult 
strictures. As regards the bougies, the best, 
method is to have 6, 12, or 18 con^plete sets of 
these depending on the size of the clinic and the 
number of stricture cases likely to come up for 
treatment at each session. A large oblojig case 
can be manufactured containing a series of sliding 
trays or drawers and with a door at one end 
Each drawer is divided longitudinally into three 
parts, and marked with a number. Six drawers 
are required and 18 numbered compartments. All 
the 1 Charrifere go into compartment 1, 2 Char- 
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rifere into Compartment 2, and so on up to 18- 
Charriere. At the bottom of the case should be 
placed two glass capsules. One contains 3 or 4 
“ paraform ” tabloids (Burroughs and Wellcome), 
which give off formalin vapour. The other contains 
calcium chloride, which sucks up superfluous 
moisture, and so allows the formalin vapour to get 
at the dried surface of the instruments. The door 
must be air-tight, and should now be closed. At 
the end of 24 hours the instruments are sterile 
and ready for use. 

When a case of stricture comes on the table the | 
door is opened ahd a suitable bougie picked out 1 
lubricated and passed, and is then placed in a 'j 
3-pint enamel jug containing 3 drachms of lysoK 
and 3 pints of cold water. The bougie is used no ' 
more that day. At the end of the day's work all 
the bougies that have been used are removed in 
this jug to a sink, and left under a running stream 
of water for 10 minutes. At the end of that time 
the instrument man puts on a pair of rubber gloves, 
and with a sterile towel wipes the bougies dry, and 
places them on a second sterile towel. When all 
are dry he sorts them out into their proper trays, 
using the metal gauge. He then boils the gauge, 
removes his gloves, and closes the door of the 
steriliser. Next day the instruments are again 
sterile and ready for use. On no pretence whatever S 
should he be allowed to do this without gloves on, I 
as the instruments are still septic when he dries ! 
them. It is extraordinary the prejudice against I 
rubber gloves and the difficulty in persuading an ^ 
an assistant to use them. Yet it is surgical | 
common-sense to employ gloves for handling the 
infected instruments rather than soil the hands 
with germs, and so go about infecting the whole 
clinic, Hot formalin vapour is even more potent 
than cold vapour and sterilises in half an hour. 

It is perhaps more perfect to use hot vapour, but a 
suitable steriliser is more expensive and more 
difficult to manage. Montague has made for my 
clinic a metal steriliser with trays in which hot 
formalin vapour is used, and in which an air-pump 
is employed to pump away the excess vapour after 
use. 


Catheters. 

It is well to possess some gum elastic catheters, 
say a few No. 4, 8, 9, and 10 on the English scale. 
The most satisfactory pattern is the “ Marshall,” 
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either the yellow or the black. These are better 
even than the Cond£ catheters, though it is well that 
the outfit should also include a few Cond£ black 
•or white catheters and a few conical-ended red 
gum elastic catheters provided with a stylette. A 
few indiarubber catheters are useful, say No. 8, 9, 
and 10 on the English scale. 

A long metal stylette is supplied by Montague 
Tor threading into gum elastic and rubber catheters, 
and is a most useful weapon in emergencies. 
Finally, never be without two silver catheters, one 
a No. 10 English of ordinary length, and one a 
No. 10 English with the long prostatic curve. 
Metal catheters are sterilised in boiling water. 

1 Gum elastic catheters are rinsed under the tap, 
dropped into the boiling steriliser for a minute, 
.picked out with forceps and laid separately on a 
sterile towel to cool. The assistant then wipes 
them dry, and places them upright for 20 minutes 
to allow the interiors to drain and dry out. (If a 
hot-air cupboard is available they can be placed in 
that.) When dry the catheters should be placed 
in a tray of the formalin steriliser, when they will 
be found ready sterilised for use when needed. 

Dilators. 

No up-to-date urethral clinic can afford to be 
without some form of Kollmann’s irrigating 
dilators. They are absolutely indispensable, and 
many chronic cases cannot be cured without them. 
They are shortly to be manufactured in England 
by John Weiss, Oxford Street, London, and can 
also be obtained of Gentil, of Paris. They are 
used 

(1) For dilating soft submucous infiltrations or 
early soft strictures. 

(2) For finishing off by means of over-dilatation 
cases of fibrous stricture. 

The only way of determining when Kollmann’s 
dilators are required is by means of the sero- 
urethroscope. This is one of the reasons why I 
maintain that the urethroscope is indispensable. 
With this instrument you can blowout the walls of 
the canal, and with a practised eye can at once 
determine if any part of the canal is not dilating 
properly (soft or hard stricture). You can then 
institute treatment with the dilators, and can 
follow the progress to complete health, controlling 
your treatment with observation by the urethro¬ 
scope. In this way a portion of the canal that if 


left alone would keep up a gleet for a long time 
and would eventually end in a fibrous stricture, 
can be detected and treated in the early stages 
when soft and dilatable. Two objects are thus 
gained, the cure of the gleet and the prevention oL 
fibrous stricture. I should be ashamed if any case 
passed by me as cured were ever to develop stric¬ 
ture in after life. Into the beds of the London 
Hospital in 10 years came ^59 cases of fibrous 
stricture, which illustrates the importance of this 
matter. By means of Kollmann’s dilators fibrous 
strictures can be over-dilated until they are tired 
out altogether and cease to recur. At least 4 out 
of every 5 cases of old fibrous stricture that come 
under my care are thus permanently cured; and in 
this way the old need for the regular passage of 
bougies from year to year is done away with—a 
great boon to many a weary sufferer. 

The Kollmann’s dilators which I recommend 
are of two kinds : 

(1) The straight Kollmann, 4 branch, irrigating. 

(2) The curved Kollman, 3 branch, irrigating. 

They should be nickel-plated or made through- 

j out of nickel. They possess dials marked with the 
millimetre scale from 22 Charrifere up to 45 Char- 
riere. They can be sterilised in boiling water. 
The raison d'etre of the Kollmann’s dilators lies in 
the fact that the meatus is the narrowest part of 
the carial (24 Charri£re). It is impossible, there¬ 
fore, to dilate the penile urethra (28-30 Charriere) 
and the bulbous urethra (40-45 Qiarri£re) up to 
the proper calibre by means of ordinary bougies 
passed through the meatus. The Kollmann can 
be passed through the meatus, and when in place 
(straight for the penile urethra, curved for the 
bulbous) can be screwed up gradually until the 
calibre proper for this portion of the canal is 
obtained. After this has been effected the stricture 
seldom recurs. 

In using Kollmann’s dilators, never employ a 
local anaesthetic, otherwise you will tear the canal, 
the patient’s sensations being numbed. You dO| 
1 not want to tear the stricture or you will do harm. 
Your object is to tire out the stricture, as rubber or 
elastic is tired by gradual stretching. Never dilate 
i beyond a slight feeling of stretching and discomfort 
on the part of the patient. If you cause him 
intense pain you are overdoing it and defeating 
your own object. If you cause more than a slight 
bleeding you are overdoing it. Try to cause no 
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bleeding at all. Bleeding means tearing. Tearing 
defeats your object. 

The treatment always causes an increase of dis¬ 
charge for a day or two and may cause pain on 
micturition. Warn the patient of this. Do not 
carry out treatment with the Kollmann on any 
given case until you have been able to pass at a 
previous sitting a No. 24Charriere Peniqu£ nickel 
bougie with ease. Do not use the Kollmann 
unless the urine is clear of purulent haze. Do not 
employ Kollmann’s dilators more than every fifth 
day. Often every tenth day or even once a fort¬ 
night is enough. In between the treatments reso¬ 
lution of the stricture appears to take place. The 
treatment causes some peculiar irritation around 


I the fibrous tissue, so that it becomes absorbed 
gradually and is replaced by more supple tissues. 
As an irrigating fluid for the Kollmann’s use 
i oxycyanide of mercury i in 4000 or silver nitrate 
1 1 in 5000. Never use permanganate. This dries 
j up the mucous membrane and makes the removal 
| of the Kollmann difficult. Always be careful to 
i unscrew and remove the Kollmann while the irri- 
4 gating fluid is still running through the instrument, 
a so as to prevent nipping or tearing of the walls -of 
| the urethra. 


Description of a Treatment by Kollmann's 
Dilators . 

Have an irrigator ready with two pints of oxy¬ 
cyanide of mercury 1 in 4000 and place a piece of 
rubber tubing on the end of the irrigating nozzle. 
Place the patient on a couch with a pot between 
his legs. Lubricate the Kollmann and pass it 
closed until it is snugly in position (straight for the 
penile, curved for the bulbous urethra). Attach 
the rubber tubing running from the irrigator and 
turn on the flow of fluid by releasing the clip. 
Gradually screw up the handle of the Kollmann 
until the patient begins to complain of stretching 
and slight discomfort, or until you can feel resist¬ 
ance against your screwing motion. Note the 
number on the dial and then leave the instrument 
in place for five minutes while the fluid continues 
to flow. At the end of that time, while the fluid 
is still flowing, slowly unscrew the handle to the 
lowest number on the scale, and then gently with¬ 
draw the instrument. Just as you take it out you 
can stop the flow of the fluid by catching hold of 
the rubber tube running from the irrigator. At the 
next sitting try and go up one or two millimetres, 
seldom, if ever, more. You will obtain much 
better results by going slowly and by tiring out the 
stricture gradually. 

In the bulbous urethra you can generally screw 
up at the final sitting to 45 Charrifere. In the penile 


portion in some narrow urethras you may never get 
beyond 30 Charrifere, in average urethras 35 Char- 
riere. Never screw beyond 35 Charriere in the 
penile unless you are dealing with a very large 
urethra. 

Never use Kollmann’s dilators in the acute stage 
(5-8 weeks). Reserve them for the chronic stage, 
and never use them unless you have previously 
examined with the urethroscope, and have also 
passed a nickel bougie on a previous occasion 
(No. 24 Charrifere). As a general rule do not use 
the Kollmann until the urine is clear of purulent 
•haze. I advise you never to use Kollmann’s dilators 
in the deep urethra. Only under the most excep¬ 
tional circumstances does it do good in that situa¬ 
tion, and you are likely to do much mischief with 
it. I know this is in direct contradiction with the 
teaching of many foreign authorities. All the 
same, I advise you to make it a general rule, to 
which there are few exceptions. 

The Care of the Kollmann . 

Irrigating Kollmann’s dilators can be boiled 
after use and kept in a jar of lysol and distilled 
water, which prevents rusting. At the end of a 
session they ought to be boiled, dried out of 
methylated spirit, then dried in an oven or by 
means of hot air or with a “ Fon.” Finally they 
should have sterile vaseline or paroline worked 
into each of their joints before being put away. 

There is no mortality from dilatation, but the 
mortality of internal urethrotomy may be as high 
as 4 to 5 per cent. When the patient comes out 
of the wards after an internal urethrotomy, go on 
dilating with nickel bougies and then with the 
Kollmann’s dilators as above. 

The routine for passing bougies .—The patient 
passes water. Fill up the bladder with oxycyanide 
of mercury solution 1 in 4000 or silver nitrate 
solution 1 in 5000 by Janet’s method from a 
height, lubricate, and pass the bougies. The 
patient then rises and passes out his irrigating 
fluid. 

After the passage of bougies and Kollmann’s 
dilators warn the patient : 

(1) That he may bleed a little for 24 hours. 

(2) That he may have urethral discharge for 
24 hours. 

(3) That it will hurt him to pass water for 24 
hours. 

N.B.—Never forget that the object of dilatations 
of all kinds is not to tear the stricture or tear the 
urethra, but to tire out the stricture as rubber is 
tired. You will find that absorption of the stricture 
goes on between the treatments by phagocytosis on 
the part of the tissues. If you tear, this process 
does not go on, but the stricture becomes more 
resistant. Never dilate more than twice a week, 
and usually once a week or once in jo days is 
i sufficient. 
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SOME CLINICAL VARIETIES OF 
CEREBRO-SPINAL FEVER. 

By G. J. CONFORD, B.A., D.M., B.Ch Oxon. 


There is no infectious disease in which the 
early manifestations and clinical aspects are so 
varied as those of cerebro-spinal fever. Though it 
has been extensively studied during the epidemics 
of the last two years, its early diagnosis is still very * 
difficult and in the main dependent upon bacterio¬ 
logical examination. This, again, is not a simple 
matter, as the germ of the disease is so short lived 
outside the body, except on suitable media and at 
favourable temperatures, that inoculation of the 
medium must be carried out and incubation com¬ 
menced immediately after the suspected material is 
obtained. 

In the meantime we know that the disease 
generally appears during the spring or autumn 
epidemics of colds and influenza, and that it seldom 
occurs except among people living together under 
more or less crowded conditions with unsatisfactory 
ventilation. The exceptions, however, are suffi¬ 
ciently numerous to discount any tendency to 
negative diagnosis based on an absence of the 
usual antecedents. 

Bacteriological examination of naso-pharyngeal 
cultivations from contacts shows that carriers are 
# numerous, particularly during the earlier periods of 
an epidemic, and there can be little doubt that the 
germs become more malignant by transference from 
throat to throat during epidemics of colds and 
sore throats when numbers of people are living 
together. Overcrowding and insufficient ventila¬ 
tion naturally favour the outbreak of the disease. 

The symptoms vary so much both in the early 
and later stages that it is very difficult to draw a 
typical clinical picture, but in an early case the 
most constant symptoms are headache and vomit¬ 
ing, while the signs are rigidity of the spinal muscles 
with pain elicited on bending the head forward or 
moving it from side to side. 

Painful contraction of the hamstring muscles if 
the legs are extended on the thighs while the 
latter are flexed on the abdomen, is also frequently 
noticed. The pupils are not affected as a rule, 
though they are dilated and sluggish in reaction 
to light in a small minority of cases. Superficial 


reflexes and knee jerks are very variable, and may 
be normal, exaggerated or diminished. Their 
variability is, in fact, so great that their diag¬ 
nostic significance is unimportant. So called 
tache cerebrale is nearly always present, but prob¬ 
ably not more marked than in most febrile or 
debilitated patients confined to bed. The attitude 
and aspect of the patient suggests bodily dis¬ 
comfort and mental hebetude. As a rule he lies 
passively on his back, takes little notice of his 
surroundings, and is disinclined to talk or answer 
questions. The face is flushed and the skin moist. 
A purpuric rash may be present or not, and 
may vary from a faint, barely perceptible discrete 
maculation to definite petechial or macular haemor- 
rhages. A rash has been noticed in all the ful¬ 
minating cases which have died within 24 hours 
of the onset of symptoms, while those in which a 
post-mortem examination has been made have had 
sub-mucous haemorrhages in the stomach and small 
intestine. The fluid obtained by lumbar puncture 
may be clear or turbid, and turbidity may vary 
from opalescence to complete opacity with slight 
viscidity. It may be colourless, definitely yellow,, 
or tinged with blood, if a vessel is wounded during 
the puncture. 

Generally speaking, turbidity of fluid clinches 
the diagnosis, but wherever possible a bacterio¬ 
logical examination should be made. The dura¬ 
tion of the disease in fatal cases may vary from a 
few hours to several weeks. Thus among 22 fatal 
cases, most of whom were under my care in 1915, 
death took place in 8 hours in the shortest, and 
on the 46th day in the longest; the average period 
is 18 days. Of 10 recoveries in hospital during 
the same year, the average stay was 56 days; but 
in every case a month was allowed* to elapse after 
the temperature had become normal before the 
patient was discharged. The great majority of 
the cases are young adult males, soldiers in fact, 
and there is no doubt that the conditions under 
which they live in billets or hutments greatly 
favour the incidence of the disease ; but no, age is 
exempt, the youngest case in my records being a 
baby of 7 days, and the oldest a man set. 67 years. 

The course of the disease is very variable, both 
in cases which recover and in those which die, and 
prognosis in the early stages extremely difficult. 

I A purpuric rash is almost invariably a bad sign, 
but in one case quoted below, who had a definite 
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haemorrhagic rash, a favourable convalescence 
ensued. Vomiting rarely occurs after the initial 
stages, and food is taken well as a rule until the on¬ 
set of coma or definite bulbar symptoms. The tem¬ 
perature is most irregular, but a sharp daily rise 
at one period of the 24 hours, not necessarily the 
evening, and a conspicuous daily fall are very 
commonly noticed. 

When lumbar puncture is systematically per¬ 
formed, as it always should be, the temperature 
frequently falls, and the rise may not occur until 
the next day but one. Jn the earlier part of my 
experience lumbar puncture was frequently per¬ 
formed without general anaesthesia, but, apart 
from its inconvenience and discomfort to the 
patient, the frequency of severe pain in the head 
and legs for an hpur or two afterwards led to the 
routine induction of chloroform anaesthesia as a 
preliminary procedure, and the subsequent head¬ 
ache and pain in the legs were much less notice¬ 
able. Retention of urine and cystitis? the latter 
possibly from catheterisation, synovitis and herpes, 
are not uncommonly noticed during the height of 
the disease. 

From a series of 41 cases notified to me, 35 of 
which were under my care or seen in consulta¬ 
tion, I have selected the following for more or 
less detailed description as illustrating the varied 
course taken by the disease. 

(1) Private H,— mt. 23 years. Admitted on 
February 23rd, 1915, complaining of headache, 
vomiting, and stiffness of the neck. On examina¬ 
tion, pupils normal, superficial reflexes brisk, knee- 
jerks normal, Kernig’s sign moderately marked. No 
rash. Tache cerebrate well marked. Temperature 
ioi*4° F. 

Lumbar puncture performed without anaesthesia. 
Fluid opalescent, and found to contain meningo¬ 
cocci ; 15 c.c. of FlexnePs serum injected intra- 
spinally. In this case the temperature ranged 
between 99° F. and 102° F. for about 3 weeks. 
Lumbar puncture was done on 3 subsequent 
occasions, and the same quantity of serum injected 
each time. 

Soamin, in 2 gr. doses, was injected intra-muscu- 
larly on 5 occasions on alternate days during 
the middle period of the illness. 

There was intense herpes in the distribution of > 
the supramaxillary division of the right fifth nerve 
at the end of the first week, and synovitis of the [ 


right knee during the second week. This patient 
recovered without any subsequent paralysis, and 
was discharged cured on April 25th. Two other 
military cases, admitted respectively on February 
25th and March 10th, were similarly treated, and 
ran a somewhat similar course, but without the 
herpes or synovitis, and were discharged cured on 
April 27th. Three others, however, apparently of 
about the same degree of severity on admission 
were also similarly treated, but died ; the illness 
lasting about 3 weeks in two cases and 6 weeks in 
the third. In this last case soamin was injected 
12 times. Lumbar puncture was done 7 times. 

The systematic and regular performance of 
lumbar puncture was suggested during March on 
account of the favourable results obtained at the 
Cambridge Military Hospital, and the following 
case illustrates at least one marked success : 

(2) Band-boy M—. Admitted to hospital on 
April 23rd, 1915. There was a history of malaise 
and headache on the previous day. On admission, 
headache very severe, head strongly retracted 
and neck very rigid, slight opisthotonus, Kemig’s 
sign very marked. Pupils slightly dilated and 
sluggish in reaction to light. Superficial reflexes 
and knee-jerks normal. Temperature 102 ; pulse 
93. Mental condition delirious. 

Lumbar puncture was performed without anaes¬ 
thesia, and 65 c.c. of turbid fluid withdrawn, in 
which meningococci were demonstrated; 30 c.c. 
of Flexner’s serum injected. This procedure was 
repeated on the 5 following days, but general 
anaesthesia was administered on the third and 
subsequent occasions. Fever and delirium con¬ 
tinued with gradual diminution until the end of the 
week, while the fluid gradually became clearer, and 
was quite clear when a seventh puncture was made 
on the ninth day. Three subsequent punctures 
were made after slight recurrence of fever, but 
convalescence was well established at the end of 
the third week, and the patient recovered without 
any complications. Soamin was administered on 
one occasion only, as a general urticaria occurred 
about 12 hours after it was injected. The urticaria 
may have been due to the serum rather than to 
to the soamin, but it only occurred on this one 
occasion. 

Many of the cases, however, were so severe and 
malignant that death occurred before any treatment 
was possible, as will be seen from the following : 
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(3) Private R— had been isolated on account of | 
contact with a case of rubella. He complained 
of headache on February 24th, but was not other¬ 
wise ill until the following day, when he was seized 
with severe pain at the back of the neck, and 
rapidly became delirious. He was sent to the 
hospital, and was apparently moribund on ad¬ 
mission, the pulse being rapid and very feeble, 
and the whole body deeply cyanosed. Lumbar 
puncture was immediately performed, but he 
died about an hour afterwards. 

Purpuric spots were noticed about the trunk and 
legs, and meningococci were demonstrated in the 
cerebro-spinal fluid, which was slightly turbid. 
The next case was even more rapidly fatal. 

(4) Private H. R. H—, aet. 21 years, a contact of 
the previous case and isolated in a hut near the 
Isolation Hospital. A throat swab had been taken 
a fortnight previously, but meningococci were not 
found. 

He was seen by me on March 7th, and was 
then apparently well. In the evening he com¬ 
plained of slight headache, but ate a good supper. 
During the night, however, he slept badly on 
account of pain and stiffness in the legs. A nurse 
was called to him at 7.30 a.m. on March 8th, and 
his temperature was then 102° F. At 10.30 he 
became alarmingly worse, and I was summoned, 
but, on reaching the patient, found him dead. 
There was a faint macular purpuric rash on the 
trunk and limbs. Examination of the organs 
revealed early basal meningitis, and also sub¬ 
mucous haemorrhages in the stomach and small 
intestine. 

These, unfortunately, are not isolated cases, 6 
others in my series having been similarly short and 
fatal, but one of them presented such an unusual 
clinical picture that I describe it in detail. 

(5) He was a civilian of independent means, 
aet. 58 years, engaged in voluntary work at Y.M.C.A. 
huts, but living at an hotel. No case of cerebro¬ 
spinal fever had occurred in the regiment which 
frequented the hut where he worked. He was 
was apparently quite well until the night of 
March 19th, when, to the servant who took him 
some hot water, he made a remark implying 
that he felt ill. In the morning of March 20th 
he was found lying unconscious beside his bed, 
and a doctor was summoned. He was seen by 
me in consultation’ at 10 a.m. He was then 


breathing stertorously, and there were intermittent 
clonic contractions of the right arm and leg. The 
left pupil was fixed and dilated, and the right 
normal. Bloodstains on his linen suggested that 
haematuria had occurred ; a catheter was passed, 
and 24 oz. of sanguineous urine withdrawn. 
The pupillary and convulsive symptoms suggested 
pontine haemorrhage, and lumbar puncture was 
done with the object of relieving intra-cerebral 
pressure. The fluid, to our surprise, was deep 
yellow in colour, and bacteriological examination 
revealed the presence of abundant meningococci. 

The patient died at 2 p. m. on the same day, and 
on the next a post-mortem examination w*as made. 
There was basal meningitis, most marked at the 
apex of the temporo-sphenoidal lobe and the 
adjacent island of Riel on the left side, where there 
were a few flakes of lymph. A blood clot, apparently 
ante-mortem, occupied the left cavernous sinus and 
extended through the petrosal to the lateral sinus 
of the same side. There was no haemorrhage in 
the brain and no obvious dilatation of the lateral 
ventricles. 

The lower anterior part of the bladder wall was 
deeply ecchymosed and had apparently been 
oozing blood. Some blood clot and urine were 
still present in the bladder when it was opened. 
There were many submucous haemorrhages in the 
stomach and small intestine. A faint barely 
perceptible purpuric rash was sparsely distributed 
over the skin of the trunk and limbs. 

The next case illustrates a recovery under some 
modifications of treatment suggested by Captain 
Sheffield Neave, R.A.M.C. (the specialist ap¬ 
pointed by .the VVar Office for the investigation 
and consultative treatment of Cerebro-spinal fever 
in the Eastern Command). The treatment in this 
and the foilowing cases were carried out jointly by 
him and myself. 

(6) Private F. P—, admitted on April 19th, 1916, 
complaining of headache, pain in the back and 
stiffness of the neck. On examination the pupils 
were equal and normal, reacting to light, knee-jerks 
normal, superficial reflexes brisk, tache cerebrale 
present, Kernig’s sign well marked. Pain was 
elicited on bending the head forward. 

Lumbar puncture was performed under chloro¬ 
form anaesthesia and 70 c.c. of yellowish turbid fluid 
withdrawn, The cerebro-spinal canal was washed 
j out with .5 per cent, phenol solution and 30 c.c. of 



March , 1917.] 


CEREBRO-SPINAL FEVER. 


79 


Lister Institute serum injected. This procedure 
was repeated on the next 4 days, soamin gr. ij 
being injected intramuscularly on the 4th and 
6th day. Up to this point the temperature had 
remained at about ioi° F., but it now began to 
rise very high in the evenings (103 to 104° F.) and 
continued to do so for about a month in spite of 
lumbar punctures, lavage, and injections of serum, 
which were repeated altogether on 10 occasions. 
The amount of fluid withdrawn was considerable, 
varying between 50 and 85 c.c. at each puncture, and 
towards the end of the time became practically clear. 
Three doses of vaccine were also injected hypo¬ 
dermically during this month, On May 15th, halt 
a grain of tartar emetic dissolved in normal saline 
solution was injected intravenously, the temperature 
being then 104° F. and the patient very drowsy. 
From this time the temperature gradually fell and 
after May 19 never rose above 99 0 F. ; the general 
condition progressively improved and convale¬ 
scence was uninterrupted. No complications 
occurred, and the patient was discharged cured on 
July 22nd. 

That treatment on these lines is not necessarily 
successful, even when the course of the disease 
allows ample time, is unfortunately proved by the 
case of Private G. A. G—, aged 20, admitted on May 
3rd 1916 (Case 7) The symptoms on admission 
and the course of the disease were similar to those 
of the previous case but the general condition was 
worse and the delirium more marked. The same 
treatment was adopted in all respects, but the 
longer persistence of bad symptoms naturally 
prolonged the period in which remedial"measures 
were necessary, so that lumbar puncture was done 
altogether 16 times and tartar emetic injected 
intravenously 3 times. No prolonged improvement, 
however, resulted from any of these measures and 
the patient gradually became more and more 
emaciated, incontinence of urine and faeces 
supervened, and finally inability to swallow. Death 
occurred after a short period of coma on June 18th. 

During the last fortnight there were petechial 
haemorrhages in the legs. Incidentally it may be 
mentioned of this patient that he welcomed the 
administration of chloroform, which was always 
given before the lumbar punctures, and frequently 
asked for it for the relief of his headache, which 
was constant and severe all through his illness. 
During the progress of the above two cases, 


4 others were admitted, two of whom became 
convalescent before the end of the first week, 

3 lumbar punctures being made in one case and 

4 in the other. Serum was injected on each 
occasion. Both of these cases recovered without 
any complications or subsequent paralysis. One 
of the remaining two recovered, but has remained 
in a state of vacant-minded neurasthenia ever since. 
The fourth is a case of great interest. 

(8) He was a private, aet. 31 years, and was 
admitted to hospital on April 22nd as suffering 
from rubella and broncho-pneumonia. There was 
no perceptible rash, but he was a contact of a case 
of rubella and so was refused admission to the 
general military hospital. His temperature was 
102 0 F., he had some scattered crepitations, heard 
over the backs of both lungs, and there was slight 
haemoptysis. He had no rigidity of head or neck 
and no symptoms suggestive of meningitis, but the 
appearance of the temperature chart at the end of 
a week was suggestive of cerebro-spinal fever. On 
April 30th he became delirious, but this was sup¬ 
posed to be accounted for by pneumonia, as there 
were now signs of consolidation over the lower 
lobe of the left lung. The respirations were now 
very rapid and the patient deeply cyanosed, so 
that venesection was considered advisable. Sixteen 
ounces of blood were accordingly withdrawn from 
the right median basilic vein and there was imme¬ 
diate improvement in the patient's condition. Next 
evening rigidity of the neck was noticed and on the 
following day lumbar puncture was done. Fifty c.c. 
of turbid fluid was withdrawn and lavage and serum 
injection carried out as in the previous cases. He 
died, however, about 6 hours afterwards, and on 
the next day a post-mortem examination was made. 
No rash or haemorrhages were noticed on the skin. 
The heart was dilated and there was consolidation 
of the lower lobe of the left lung. 

On opening the skull the cerebral convolutions 
were seen to be flattened and the veins congested. 
The dura mater was not adherent, but there were 
small flakes of lymph under the arachnoid mem¬ 
brane. At the base of the brain there were large 
masses of coagulated lymph and much clear fluid 
in the subarachnoid space. The lateral ventricles 
were distended with fluid. Captain Neave, who 
attended this post-mortem examination with me, 
made cultivations from the blood, lungs, fluid in 
the cisterna magna, and urine. From none of 
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these was a growth of meningococcus obtained and 
the fluid in the cisterna magna was sterile. This 
is of great interest, as showing the rapidity with 
which the meningococcus dies if conditions of 
temperature are not favourable. 

A diplococcus grew from the lung culture, but 
did not answer to the tests for the specific organism 
of cerebro-spinal fever, which was, however, culti¬ 
vated from the fluid obtained during life. 

In another case (9) a man. aet. 24 years, who 
died suddenly one morning in bed, lumbar puncture 
was done immediately after death, and the fluid 
was found to contain meningococci. I assisted at 
the post mortem examination and found marked 
internal hydrocephalus, the lateral ventricles being 
very dilated and filled with fluid. There were no 
haemorrhages and no rash, but the history suggested 
that the disease had existed for at least a fortnight 
before he died, as he had complained of constant 
headache during the whole of that period, and had. 
vomited on two or three occasions about a fortnight 
previous to his death. 

The following case is of interest as an example 
of recovery in a patient who had a marked haemor¬ 
rhagic rash at the commencement of the disease. 
He had severe headache and vomited 3 times 
soon after admission to hospital. He had almost 
no rigidity and no suggestion of Kernig’s sign, but 
his general appearance and attitude were fairly 
characteristic. Lumbar puncture was done imme¬ 
diately after admission on October 9th, 1916, and 
60 c.c. of turbid fluid withdrawn. The canal was 
washed out with 5 per cent, phenol solution and 
30 c.c. of Lister Institute serum injected. This 
procedure was repeated on the following two days 
and omitted on the next two, as the temperature 
had not risen above 99 0 F. It was repeated on 
October 13th, 17th, and 18th on account of a 
recrudescence of fever, but was then discontinued 
as the fluid had become clear and the temperatore 
had dropped to normal. The rash by this time 
had completely disappeared. He had retention of 
urine necessitating catherisation from October 14th 
to October 21st, and a rather severe cystitis 
developed, which, however, disappeared during 
treatment with hexamine and lavage of the bladder, 
the latter being necessary on only two occasions— 
November 1st and 2nd. There was severe haema- 
turia on October 31st, but after November 2nd the 
urine was quite clear and free from pus and 


albumin. Synovitis of the right knee occurred on 
October 15th, but the fluid disappeared after 4 days. 
Convalescence was uninterrupted after November 
2nd. 

The above cases have been selected as illus¬ 
trating the variable course and occasionally 
insidious onset of cerebro-spinal fever. No 
attempt has been made to give details of sympto¬ 
matic treatment, which naturally varied with the 
circumstances and complications. 

The mortality of the disease is appallingly high, 
68 per cent, among the cases in this district in 
1915 ; but in 1916 out of 9 cases only 3 died. 
It is to be hoped and expected that the fatality will 
diminish with more experience in its treatment 
and extended knowledge of its pathology, but in 
comparing one year with another allowance must 
be made for variations in the malignancy of the 
epidemic and the occurrence of fulminating cases 
in which death occurs so rapidly that treatment is 
practically out of the question. Thus in 1915 
there were 32 cases and 22 deaths, but in 8 of these 
there was no time for any treatment. In 1916 
only one-third of the cases died, but nope of these 
were of the fulminating variety. Making every 
allowance, however, it would appear that systematic 
lumbar puncture and free use of serum has greatly* 
reduced the mortality, and the opinion of those with 
much wider experience than mine supports this 
view. The marked improvement which followed 
intravenous injection of antimony-potassium tartrate 
in Case 6 would.encourage its repetition in a case of 
similar kind, though it failed completely in the 
next patient who was treated with it, while two 
others were not of sufficient severity to test its 
powers. So far as I could see among my own 
cases, soamin had little or no effect in the 8 upon 
whom it was used. Some observers hold that 
lumbar puncture alone without the injection of 
serum is quite as efficacious as when serum is 
used. If serum cannot be obtained lumbar 
puncture should certainly not be omitted, and 
should, in fact, be systematically done, but to omit 
the injection of a substance which undoubtedly 
contains antibodies against a most malignant and 
fatal disease would be quite unjustifiable in the 
present state of our experience, unless circum¬ 
stances prevent us from obtaining it. 
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THREE LECTURES 

ON 

THE TREATMENT OF DIABETES 
MELLITUS BY ALIMENTARY 
REST (THE “ALLEN” 
TREATMENT).* 

By O LEYTON, M D., D.Sc., F.R.C.P. 

Physician to the London Hospital. 

Lecture II. 

In the good old days when it was thought that 
if a diabetic patient was on a diet which con¬ 
tained the minimum quantity of carbohydrate all 
was being done that could be done, some observers 
found that frequently patients suffering from severe 
diabetes developed coma soon after they were 
placed upon the strict diet. This led to the 
teaching that if the addition of a solution of ferric 
chloride to the urine caused the development of a 
port wine colour it was unwise to make a sudden 
alteration in the diet. This test for aceto-acetic 
acid is of use only when drugs of the coal-tar series 
are not being given. In all cases in which there is 
any evidence of acidosis the period of alimentary 
rest is preceded by two days upon which the diet 
contains the least amount of fat. When the 
patient has suffered from the disease for many 
years and the acidosis has become very great, in 
addition to the two fatless days there should be a 
gradual diminution in the amount of protein in the 
food, and finally the carbohydrate should be halved 
daily until it falls to io grm. and then food should 
be withheld. Many of us have had opportunity of 
noting that fasting and vomiting lead to acetonuria. 
The remarkable fact which we must all remember is, 
that in diabetes fasting does not cause an increase 
but a very distinct diminution in the amount of 
acetone and aceto-acetic acid in the urine. 

* Delivered at the London Hospital. 
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The next question which has to be decided is 
whether alkalis should be given during the period 
of alimentary rest. I am in the habit of ordering a 
Seidlitz powder every morning and no other alkali. 

Let me remind you that the treatment consists 
in making the patient undergo a period of alimen¬ 
tary rest, during which there is an alteration in his 
metabolism which is recognised by sugar disappear¬ 
ing from the urine : after this has been established, 
food is given in increasing amounts with the inten- j 
tion of determining the tolerance for carbohydrate, I 
protein, and fat. Those of you who have heard of 
the so-called oatmeal cure may think that the exact 
form of the food used will make a great difference j 
in the tolerance found. Allen and du Bois have j 
carried out very laborious and extensive experi- ! 
ments to elucidate this question and proved that j 
there* is no special virtue in oatmeal. Probably 
the rate of absorption of the carbohydrate makes a 
difference, the more rapid the absorption, the greater 
the rise in the percentage of sugar in the blood. 
This makes it ill-advised to give sugar, but so long 
as starch is given well diluted with cellulose the 
exact nature of the starch does not seem to make 
any difference. In all probability there is some 
slight difference in proteins and fats, but by using 
those in the common food-stuffs these slight 
differences do not vitiate the result. 

Twenty-four hours after the urine has become 
free,bom sugar the day's diet should be 5 grm. of 
carbohydrate. This might be given as a quarter 
of an ounce of white bread, but it would not be 
satisfying nor would it have any beneficial effect 
in overcoming constipation. A vegetable poor in 
carbohydrates and rich in cellulose should be 
chosen so that the bulk shall satisfy the appetite 
and the residue stimulate the peristalsis of the 
bowel. French beans, asparagus, and seakale 
satisfy the conditions; these, when cooked, con* 

* tain less than 2 per cent, of carbohydrate, and 
therefore 250 grm. may be given. 

When economy is a very important item, cabbage 
may take the place of beans, but then it must be 
boiled in three waters so that the carbohydrate in 
it may be reduced 7 from 6 to 2 per cent. One of 
my colleagues said that after this treatment of 
cabbage, all was boiled out of it except its smell. 
This is very true, but a taste can be added to it by 
stewing it in beef-tea, and then upon the addition 
of salt and pepper a passable dish is produced. 


An ideal method, from the purely scientific 
aspect of determining the limits of tolerance for 
the three kinds of food-stuffs would be by finding 
that for carbohydrate without giving any appreciable- 
quantity of protein or fat, but this would make the 
treatment almost unbearable, and therefore on the 
third day a little protein and fat are added to 
the diet. The fat is kept constant for a time* 
whilst the protein is increased up to a certain limit 
fairly rapidly. 

First day after urine is free from sugar. 

Carho- Pro- F 
hydrate. tcin. 

Seidlitz powder upon awakening. 

Breakfast. Weak coffee, 200 c.c.fy oz.) 

Cooked F. beans or asparagus 

or seakale, 75 grams (3 oz.) 1*5 *6 *8 

Lunch . Weak coffee, 200 c.c. 

Cooked asparagus or seakale or 

F. beans, 100 grams (4 oz.) 2 *8 11 

Tea . . Weak tea, 200 c.c. 

Dinner . Weak tea, 200 c.c. 

Cooked seakale or F. beans or 

asparagus, 75 grams. 15 *6 *8 



Calories, 52. 

5 2 

27 

Second day after urine is free from 

sugar. 



Seidlitz powder upon awakening. 


Breakfast. 

Weak coffee, 200 c.c. 

Cooked F. beans or asparagus 




or seakale, 150 grams 

3 12 

rfr 

Lunch 

Weak coffee, 200 c.c. 

Cooked asparagus or seakale or 

4 16 



F. beans, 200 grams. 

2'2 

Tea . 

Weak tea, 200 c.c. 



Dinner 

Weak tea, 200 c.c. 

Cooked seakale or F. beans or 




asparagus, 150 grams 

3 » - 2 

1*6 


Calories, 104. 

10 4 

5*4 

Third day after urine is free from 

sugar. 



Seidlitz powder upon awakenin 

g* 


Breakfast. 

Weak coffee, 200 c.c.; thin 




cream, 5 c.c. ... 


*5 


One egg. 

6 

5 


Raw lettuce, 200 grams 

6 24 

& 

Lunch 

One egg. 

6 

5 


Cooked cucumber, 200 grams... 

6 r6 

*4 

Tea . 

Weak tea, 200 c.c. ; thin cream, 




5 . . 


*5 

Dinner 

One egg. 

Cooked French beans or aspara- 

6 

5 • 


gus or seakale, 200 grams ... 

3 i*2 

r6 


Calories, 327. 

15 24 

19^ 


Fourth day after urine is free from sugar. 

Seidlitz powder upon awakening. 

Breakfast. Coffee, 200 c.c.; thin cream, 

10 c.c. ... ... ... ... * 

One egg ... ... ... 6 5 

Raw lettuce, 200 grams ... 6 2 4 *6* 
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Lunch . One egg ... 

Cooked cabbage, 200 grams 
Tea . . Weak tea, 200 c c.; thin cream 

10 c.c. ... 

Dinner . One egg ... 

Cooked F. beans or asparagu 
200 grams 


Calories, 360. 


Garbo- Pro¬ 
hydrate. tein. 
6 

1T2 3 

6 

4 r6 


Fat. 

5 

•6 


Lunch 


Garbo- Pro- 
livdrate. tein. 


Fat. 


21 24 


1 

5 

22 

20 


Tea. 


Dinner 


Fifth day after urine is free from sugar. 

Seidiitz powder upon awakening. 

Breakfast. Coffee, 200 c.c.; thin cream, 

10 c.c. ... 

One egg ... 


Cooked lean meat, 60 grams ... 
Cooked F. beans or asparagus, 
100 grams 

Boiled potatoes, 50 grams 
Weak tea, 200 c.c.; thin cream. 

30 c -c. 

One egg. 

Clear broth, 250 c.c. 

One egg. 

Cooked cabbage, too grams ... 
Seakale or beans, 100 grams ... 

Calories, 660. 


16 


6 

2 


26 49 40 


*6 


Ninth day after urine is free from sugar. 
Seidiitz powder upon awakening. 


Lunch 

. Cooked lean meat, 30 grams 

8 ' 

3 

Breakfast. 

Coffee, 200 c.c.; thin cream, 




Cooked cabbage, 200 grams ... 

11*2 3 

•6 


3 ° c.c. 


3 

Tea . 

. Weak tea, 200 c.c.; thin cream, 




One egg. 

6 

5 


10 c.c. ... 


1 


Cooked fat bacon, 30 grams ... 

5 

15 


One egg.,. 

6 

5 1 


Raw lettuce, 200 grams 

6 2 

1 

Dinner 

. Clear broth, 250 c.c. 

5 

0 

Lunch ' . 

Cooked lean meat, 50 grams ... 

16 

6 


One egg ... 

6 

5 1 


Fat, 15 grams ... 


*5 


Cooked F. beans or seakale, 




Cooked seakale or beans, 100 




200 grains 

Calories, 443. 


4 r6 2'2 
21 38 23 Tea. 


Sixth day after urine is free from sugar. 

Seidhtz powder upon awakening. 

Breakfast. Coffee, 200 c.c.; thin cream, 

10 c.c. ... 

One egg ... 

Raw lettuce, 200 grams ... 6 

Cooked lean meat, 100 grams... 
Cooked asparagus or F. beans, 

100 grams 

Boiled potatoes, 50 grams 
Weak tea, 200 c.c.: thin cream, 

<- r . 

Ofjeegg. 

One egg. 

Cooked cabbage, 100 grams ... 

F. beans or seakale, 100 grams 


Dinner 


Lunch 


Tea . 


Dinner 


2 

10 


6 

2 

24 

1 

1 

6 

6 

2 
1 


grams ... 

Boiled potatoes, 50 grams 
Weak tea, 200 c.c.; thin cream, 
30 c.c. ... 

One egg. 

Clear broth, 250 c.c. 

One egg ... 

Cooked cabbage, 120 grams 
Cooked F. -beans or seakale, 
80 grams 


6 

5 

6 


Calories, 952. 27 

Tenth day after urine is free from sugar. 


I 60 


Add 30 grams of fat as butter; distribute this amongst 
the vegetables. 

Eleventh day after urine is free from sugar. 
Breakfast. Coffee, 250 c.c. ; thin cream, 




Calories, 565. 


26 50 


/ Seventh day after urine is free from sugar. 

Seidiitz powder upon awakening. 

Breakfast. Weak coffee, 200 c.c. 

Clear broth, 100 c.c. 

Lunch . Weak coffee, 200 c.c. 

Clear broth, 100 c.c. 

Tea . . Weak tea, 200 c.c. 

Dinner . Weak tea, 200 c.c. 

1 Clear broth, too c.c. 

Eighth day after urine is free from sugar. 

Seidiitz powder upon awakening. 

Breakfast. Coffee, 200 c.c. ; thin cream, 

30 c.c . 

One,egg. 

Cooked fat bacon, 20 grams ... 

Raw lettuce, 200 grams ... 6 


1 

One egg. 


6 

5 

— 

Cooked fat bacon, 30 grams ... 


5 

15 

29 

Raw lettuce, 200 grams 

6 

2 

1 

Lunch 

. Cooked lean meat, 60 grams ... 


16 

6 


Fat, 15 grams ... 



12 


Cooked beans or seakale or 





asparagus, 100 grams 

2 

1 

1 


Boiled potatoes, 50 grants 

10 

1 



Butter, 30 grams 



25 

Tea. 

. Tea, 250 c.c. ; thin cream, 




! 

30 c.c. ... . 



3 


One egg ... 


6 

5 


Boiled potatoes, 50 grams 

10 

1 



Butter, 15.grams 



13 

Dinner 

. Clear broth, 250 c.c. 


5 



One egg. 


6 

5 


Cooked cabbage, 100 grams ... 

6 

2 



Cooked seakale or beans, 100 




| 

grams ... 

2 

1 

i 

i 

Butter, 30 grams . 



25 


3 

5 

10 

1 


Calories, 1432. 

Twelfth day add 1 oz. fat. 
Calories 1702. 


36 52 12C 
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Carbo- Pro- F t j 
hydrate, tein. 


Thirteenth day after urine is free from sugar. 


Breakfast. Coffee, 250 c.c.; thin cream, 

30 c.c. 

One egg . 

Cooked fat bacon, 30 grams ... 
Raw lettuce, 100 grams 
White bread, 15 grams 
Butter, 15 grams 

Lunch • Cooked lean meat, 60 grams ... 
Fat, 30 grams ... 

Cooked beans or asparagus 100 

grams. 

Boiled potatoes, 50 grams 
Butter, 30 grams 

Tea. . Tea, 250 c.c.; thin cream, 30 c.c. 
White bread, 15 grams... 

One egg. 

Butter, 30 grams 

Dinner . Clear broth, 250 c.c. ... 

One egg. 

Cooked cabbage, 100 grams ... 
Cooked seakale or beans, 100 
grams ... 

Butter, 60 grams 


6 

5 

3 1 

9 1 

16 


2 1 

10 1 


9 1 

6 


5 

6 

6 2 

2' 1 


3 ! 
5 ! 
! 5 : 


12 I 

6 i 

25 ! 


25 

3 

5 

25 

5 


1 

50 


Five grams of carbohydrate may be taken as 


250 grams 

Cooked French beans. 

250 grams 

Boiled seakale. 

250 grams 

Asparagus. 

200 grams 

Cooked spinach. 

200 grams 

Raw lettuce. 

150 grams 

Raw cucumber. 

150 grams 

Raw celery. 

120 grams 

Steamed Brussel sprouts. 

100 grams 

1 Steamed cauliflower. 

100 grams 

Stewed cabbage. 

90 grams 

Steamed leeks. 

90 grams 

Raw radishes. 

90 grams 

Steamed turnip tops. 

60 grams 

Boiled beetroot. 

30 grams 

Boiled green peas. 

30 grams 

Stewed artichokes. 

25 grams 

Boiled potatoes. 

7 grams 

White bread. 

7 grams 

Dry oatmeal. 

7 grams 

Sponge cake. 

50 grams 

Strawberries. 

40 grams 

Peaches. 

40 grams 

Cranberries. 

40 grams 

Orange. 

20 grams 

Banana. 

75 c.c. 

Milk. 


Calories, 2001. 41 52 181 

Fourteenth day. —No carbohydrates and only half 
quantities of protein and fat (patient may take less but 
not more than this). 


Fifteenth day after urine is free from sugar. 
Breakfast. Coffee, 250 c.c.; thin cream, 


30 c.c. ... 



3 

One egg ... 


6 

5 

Cooked fat bacon, 30 grams ... 


5 

15 

Raw lettuce, 100 grams 

3 

1 


White bread, 15 grams 

9 

1 


Butter, 15 grams 



12 

Lean cooked meat, 60 grams ... 


16 

6 

Fat, 60 grams ... 



50 

Cooked F. beans or seakale, 




IOO grams 

2 

1 

1 

Boiled potatoes, 50 grams 

10 

1 


Butter, 30 grams 



25 

Tea, 250 c.c.; thin cream, 30 c.c. 



3 

White bread, 15 grams 

9 

1 


One egg ... 


6 

5 

Butter, 30 grams 



25 

piear broth, 250 c.c. 


5 


One egg ... 


6 

5 

Cooked cabbage, 100 grams ... 

6 

2 


Cooked F. beans or asparagus, 




100 grams 

2 

1 

1 

Butter, 60 grams 



50 

Calories, 2226. 

4 i 

52 

206 


If no sugar appears in the urine, increase carbohydrate 
5 grams upon alternate days, and decrease fat by 5 grams 
every fourth day. 

To facilitate this the following Table has been arranged : 


You will note that the carbohydrate is fairly 
equally distributed throughout the 4 meals ; this 
is essential, and must always he remembered when 
prescribing a diet. You wiH also have observed 
that the so-called antidiabetic foods do not take 
any part in forming the daily diet. The explana¬ 
tion is not far to seek. Either antidiabetic foods 
are fraudulent and are made of carbohydrate, 
differing from ordinary food only in so far that the 
starch has been changed to dextrin, which is a 
very doubtful advantage, or they consist mainly of 
protein. If they are made of carbohydrate it is 
wiser to give bread; if of protein, they may only 
be given instead of meat or eggs and under no 
other conditions; therefore, it is wiser not to give 
them at all. 

The all-important question arisfes : What should 
be done when sugar reappears in the urine? In 
order to answer this intelligently, cases must be 
divided into 4 groups. (1) When the sugar 
returns whilst the patient is upon a constant diet. 
(2) When sugar returns after the fifteenth day, but 
whilst carbohydrate is being increased. (3) When 
sugar returns between the sixth and the fifteenth 
day. (4) When sugar returns before the sixth 
day. 

In the first case you must inquire whether the 
patient has been persuaded by some aged enemy 
disguised as a friend and has increased the quantity 
of protein in his diet This is the commonest cause 
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of the return of sugar whilst the patient is supposed the day before the weekly fast. When the ultimate 
to be on constant diet. You will be mistaken if limit is found, the quantity of carbohydrate is kept 
you think that it is an easy matter to exorcise the at two-thirds of that amount for several months, 
demon of unlimited protein : he has been in When sugar returns before the sixth day con- 
possession for a long time and it will need all your siderable skill may be required to find the opti- 
skill in some cases to make him relinquish his mum diet. Perhaps the difficulty may be compared 
victim. to that of an extensive surgical operation in which 

Another cause of return of sugar is emotion, experience and constant practice bear an important 
One of my patients has a return of glycosuria part in the final success. Often it is a long and 
whenever the period between the letters from her weary procedure, requiring patience on the part of 
son in France exceeds 5 days. Fortunately, all the medical adviser and fortitude in the patient, 
are not so susceptible. This is illustrated by a j It is true that a few patients have a low carbo- 
man who has fairly severe diabetes with a carbo- j hydrate tolerance even below 10 grm. and never- 
hydrate limit of 60 grm. Bombs have been • theless can take the correct amount of protein and 
dropped in his garden on two separate occasions : fat without further treatment, but this good fortune 
he has lost a brother, a sister, and his wife within is not the lot of the majority. 

3 months, but none of these mental tortures has Often alternations between diets of protein and 
caused sugar to return. Business worries are well carbohydrate and fasts are required for some time 
known to lead to sugar returning, and even the before a satisfactory diet can be taken. If you wish 
minor troubles of missing a train. A chill, or any to do your patients the maximum amount of good 
infection, may have the same effect. All these you must err on the drastic side rather than that 
must be excluded before the conclusion is arrived of leniency. This long-continued limited diet will 
at that the actual disease has made headway and a lead to a loss in weight. Here, too, you will have 
permanent alteration in the diet is indicated. to fight old myths. Years ago the unwarrantable 

When sugar returns after the fifteenth day whilst view was held that so long as the diabetic patient 
the carbohydrate is being increased but the protein did not lose weight all was well. Now we know 
and fat are being kept constant, we conclude that otherwise. .Do your best to persuade your 
the carbohydrate limit has been passed. The patients of the fact that diabetics do not fade away, 
patient should fast until sugar-free, then go upon That weight is of comparatively little importance, 
half rations, and then gradually increase the pro- Try to make them exchange an interest in the 
tein until 1 grm. per kgrm. is being taken. The scales for one in the result of the test with Bene- 
fat is to be increased until the necessary amount of diet’s solution. 

energy is in the food and then the carbohydrate When the optimum diet is found the patients 
raised 5 grm. a week until two-thirds of the amount will gain a few ounces a week for a time ; it is 
which led to the appeaiance of sugar in the urine extremely rare for this gain to be rapid except 
is being taken. This diet should not be added to i when oedema or some other untoward symptom is 
for several months. I developing. Exceptions occur; a short time ago 

When sugar returns between the sixth and the : a man who had been upon the old-fashioned diet for 
fifteenth day, this is probably due to either an j two years and had lost weight rapidly came to see 
excess of carbohydrate or of fat. It is convenient | me after having been upon the Allen treatment for 
to assume that it is due to excess of carbo- | 8 weeks. The death of his former medical adviser 
hydrate until evidence to the contrary is obtained, j had led to his coming under the newer treatment. 
The patient starves until sugar-free and then the I The patient had gained 7 lb. in 6 weeks ; he 
diet is increased at double the rate indicated by commemorated this unusual condition by making 
the tables, but the carbohydrate is kept at one-half an unusual remark : “ My doctor died ; if he 
of that given when sugar reappeared. Protein is hadn’t, I should. ,J 
increased gradually up to 1 grm. per kgrm., and 

fat until the necessary amount of energy is being __ 

given. An increase of 5 grm. a week of carbo- | 
hydrate is tried; the day chosen for the increase is : 
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LECTURES ON URETHRITIS.* 

By FRANK KIDD, ^F.R.C.S., 
Surgeon to the London Hospital. 


Lecture IV. 

TREATMENT. 

General Considerations, Warnings, and 
Instructions. 

It is advisable to have at hand a small printed 
card that will fit the waistcoat pocket. On this 
card should be printed the following instructions : 

a General Warnings. 

(1) Please remember that until the doctor passes 
you as “ cured ” you are infectious to a woman. 
This is the fact even though you yourself see no 
sign of urethral discharge. You will think you 
are cured for a long time before you are really 
cured ; that is. to say, free from infectious germs. 

(2) Be careful not to convey discharge on the 
fingers to the eyes. If you do so you. may set up 
dangerous inflammation, and might even lose your 
sight. If the eyes become inflamed, return to the 
doctor at once for examination. 

It is wise to buy a small bottle of lysol or 
listerine from the chemist, and to use a teaspoon¬ 
ful of this in a bath basin of water wherewith to 
wash the hands after handling the parts in urinating 
or injecting. 

(3) Be careful not to use towels which other 
persons, especially children, are likely to use. 
Children may contract the disease from infected 
towels. 

(4) If you are using a common bath, try to use 
it after everyone else has finished. Always pass j 
water before taking a bath. In any case add 1 
4 teaspoonfuls of lysol or listerine to your bath, 
and wash your face before you enter the bath. 
Swill out the bath with fresh water after use. . 

li. Directions as to Mode of Life . 

(1) You must not drink a drop of alcoholic 
liquor (beer, wine, or spirits) until the doctor gives 
you permission. 

(2) You must refrain entirely from any kind of 
sexual excitement. 

* Delivered at the London Hospital. 


(3) You should not ride a horse, bicycle, or 
motorbicycle. 

(4) As regards diet, you must avoid all things 
that sting or burn the tongue, such as curry, 
ginger, pickles, vinegar, horse-radish, mustard, / 
pepper. Meat will not do you any harm. Do ' 
not starve yourself. You can fight the disease 
better if you eat plenty. Your appetite is the best 
guide. 

(5) As regards. drink, take plenty of fluid, 
especially plain \vater, milk, milk and soda, tea, 
cocoa, lime-juice, lemonade, barley-water, and the 
ordinary mineral waters. Do not take any ginger- 
beer or ginger-ale, and coffee is best avoided. 

(6) Smoking is not harmful. 

(7) During the first 3 weeks of your trouble 
the best results can be obtained if you can lie up 
in bed. Usually this is not possible. If the 
testicles or joints swell up, or if you are feverish, / 
then it is essential to go to bed. Anyhow, take no 
exercise, and keep as quiet as possible. After the 
first month you should gradually begin to take 
exercise again, and should try to get fit. Week¬ 
ends at the seaside will then prove of great benefit . 

(8) If you suffer from painful erections while in \ 

bed you will find relief if you get up and pass \ 
water. I 

(9) It is not wise to stick cotton-wool over the I 
end of the penis. If you wish to avoid soiling 1 
your clothes by discharge, get some, lint and cut l 
out small pieces, which you can wrap round the / 
organ and tie on with tape or string. 

(10) Above all, do not worry. If you let the | 

disease get on your mind, it will depress your I 
general health, and make the disease more difficult \ 
to cure. Remember you are not the first man to I 
get this disease, yet the world goes on all right. I 
The disease is always curable, but the cure often I 
takes several months. " 

G E N K R A L T K E AT M E N T . 

During the acute stage of a posterior urethritis I 
(average 5-S weeks if the patient is up and about) f 
there is no doubt that far quicker results are 
obtained if the patient can be persuaded to lie up 
in bed, as by that means the acute stage may be 
cut short to a period of 3 weeks. If the patient 
is in bed less toxin is massaged into the circulation, 1 
so that the patient’s resistance is not overcome by \ 
flood of bacterial poison. The patient also avoids 1 
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fatigue, and so is better fitted to resist his trouble. 
When in bed he is far less likely to develop com¬ 
plications. If a patient is sent to bed the acute 
posterior urethritis often dies down at the end of 
3 weeks, making it possible to begin posterior 
irrigations and prostatic massage at the end of that 
period. Many patients are able and willing to lie 
up for a few weeks, and they should be encouraged 
to do so. Keep a temperature chart, as it will be 
x found of great help and interest. Let the patient 
sit in a hot hip-bath twice a day. Hot baths act 
as fomentations. 


Drugs . 

\ The disease is usually a local disease, and is 
most effectively treated by the local application of 
antiseptic remedies. It has been proved by control 
experiments that sandal-wood oil does not cure the 
disease. All the same, there is no doubt that it 
often diminishes the discharge and keeps it under 
control, and ip undoubtedly relieves painful mictu¬ 
rition. The disadvantages of sandal-wood oil are : 
First, its great expense (one patient of mine had 
spent thirty pounds on sandal-wood oil before he 
came under my care) ; secondly, it is apt to upset 
/ the stomach and cause pain in the kidneys. I 
seldom order sandal-wood oil except under twcf 
conditions. First, when there is greatly increased 
| frequency of micturition and intense pain at the 
end of micturition (cystitis). Then it acts like a 
charm. Secondly, in hyper-acute cases, where it 
undoubtedly soothes the red and swollen mucous 
membrane of the urethra. The best form is pure 
sandal wood oil suspended in tincture of quillaia or 
mucilage of acacia and taken as a fluid mixture 
after meals in plenty of water. 

If you wish to order an internal medicine, the 
best for routine purposes is an alkaline mixture. 

I Potassium citrate in doses of 30 gr. given until the 
urine becomes alkaline is, I believe, the best 
drug. There is little doubt that when cases are 
doing well they tend naturally to develop an alka¬ 
line urine which, when passed, may be milky with 
phosphates. (The milk dissolves at once on 
1 addition of acetic acid to the urine.) Evidently 
h the gonococcus living in its own natural habitat, 
I ‘ the human urethra does not like an alkaline urine. 

This is why I believe in producing an artificial 
* alkalinity by means of potassium citrate. It is an 
erroneous notion widely held that if the urine is 


; allowed' to become alkaline, then there is an 
j increased risk of cystitis. I am convinced from 
I practical observation of patients that this is not the 
l case. 

j Particularly harmful is the exhibition of hexa- 
| methylene tetramine. This does not exercise any 
bactericidal influence on gonococci in the living 
urethra, and often produces painful micturition 
when urethritis is present. Formalin in the urine 
is very irritating to the inflamed mucous mem¬ 
brane. 

It is important to keep the bowels well moved 
by suitable laxatives. Magnesium salts seem to 
be particularly helpful as laxatives in this disease. 

In chronic cases alkalies are not so useful. In 
these the indication is to increase the general 
resistance of the body by every possible means, 
Get the patient to the seaside for 2 or 3 weeks, 
get him to take outdoor exercise, and live amidst 
cheerful surroundings in the fresh air as much as 
j possible, and let him feed up and get fit. Tonics 
are now required, such as iron, quinine, strychnine, 
and arsenic. Above all, keep the patient from 
brooding over his complaint. Cheer him up. 
Encourage him to think he is going to get well. 
Let him realise that you at least have no doubt 
that he is going to get well. Patients with chronic 
gonorrhoea tend to be most depressing individuals, 
and much virtue must go out of the physician who 
would cheer them up and help them. 

! 

j Local Treatment. 

I am now about to enter upon the most difficult 
j part of rny task. I have described to you the 
J surgical anatomy of the urethra, the clinical patho¬ 
logy of urethritis, methods of accurate diagnosis, 

1 and methods and instruments employed in scien- 
I tific clinical treatment. I shall now endeavour to 
I put into words an account of the different types of 
| cases that will come to you clinically. It is easy 
I enough to take an individual case and demonstrate 
I upon it the diagnosis and treatment suited to that 
case. It is far more difficult to describe type cases ’ 
1 and lay down lines of examination and treatment 
| Nevertheless, the task must be attempted, and it 
] is necessary to give you a basis on which to found 
] your own experience and practice, Take what I 
| say as a guide to help you. Adapt it as your own 
I intelligence and knowledge serve to the actual 
1 patients who come to you in practice. Above all, 
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I do not want to discourage you from trying new 
methods of treatment. But before trying the new 
methods I want you to master first the accurate 
diagnosis of the disease, and secondly, the average 
results you can obtain by the methods I describe, 
which I have tried and found satisfactory. You 
will then have a basis of knowledge of what can be 
done, and will be able to determine if you are 
getting better results by your new methods. 


Type Cases. 


i 


l 

\ 


A case of acute urethritis, duration some days 
or weeks, with profuse yellow discharge exuding 
from the meatus. Diagnosis either acute anterior 
urethritis or acute posterior urethritis. 

History .—How and when contracted—length of 
incubation period—previous treatment if any—how 
many previous attacks—pain—frequency of mic¬ 
turition. 

Physical examination .—Place the patient on a 
couch, take a film of the discharge, stain, and 
examine under the microscope for pus cells and 
gonococci. 

Place a pot between the patient’s legs, and have 
a large urine glass and a sink handy. Wash out 
the anterior urethra with oxycyanide of mercury 
i in 4000 until the washings come away quite 
clear of pus and threads, as tested by pouring them 
into the urine glass. Now ask the patient to rise 
and pass water into the urine glass. If the urine 
is clear the diagnosis is acute anterior urethritis. 
If the urine is hazy with pus the diagnosis is acute 
posterior urethritis. (Cystitis as well if there is 
greatly increased frequency of micturition and pain 
at the end of micturition.) 

Note however that the haze may not be a haze 
of pus. Determine this question as follows : The 
haze may be 

(1) Phosphates .—These disappear on the addi¬ 
tion of acetic acid. 

(2) Pus- -Add potassium hydrate. A ropiness 
indicates pus. If in doubt place a drop of urine 
I on a slide, make a film, dry, stain and examine 
under the microscope. Pus cells can then be seen. 

(3) Bacilluria .—Place a drop of urine on a 
slide; dry, fix, stain, and examine under the 
microscope Nothing is seen but bacteria. 

(4) Sandal oil .—The patient is taking sandal 
oil. Place a drop of urine under the microscope. 
Nothing is seen but fat droplets. If in doubt, 


stop the sandal oil and examine again the i^xt/ 

da y- > 

(5) Urates, — Add potassium hydrate. Ihehazer 
disappears. Warm the urine. The haze dis** 
appears. 

(6) Oxalates (very rare).—Place a drop und / 
the microscope. Typical crystals are seen. \ 

What is the real object of this examination ? It 
is not meant to determine as to whether anterior 
irrigations or anterior injections should be used. 
These should be used in any case. It is meant 
for prognosis. If the disease is confined to the 
anterior urethra the case should get well under 
treatment in 3 or 4 weeks, and possibly in a week. 
Encourage the patient by telling him this, but 
make no rash promises. If the disease has spread 
to the posterior urethra the disease can hardly 
get well in under 3 months. Tell the patient this 
from the start, so as not to encourage false hopes* 
and explain the reasons to him. Encourage him 
if possible to lie up. (It is true that a few excep¬ 
tions will be met where the posterior urethra 
clears itself in a week or 10 days, and the disease 
never spreads to the prostate. These cases are 
lucky exceptions.) 


1 


Short Examination if Little Time is 
Available. 

Inspect the meatus and note if the urethritis is r 
very, acute, or only mild. This will guide you as I 
to strength of injections or irrigation to order : / 
Potassium permanganate 1 in 4000 for acute cases! 
up to 1 in 2000 for mild cases. I 

Ask the patient to pass water into two glasses. " 
If the second is clear the chances are that the 
disease has not spread to the deep urethra (proof 
not absolute). Note this. Then give the patient 
the printed directions and order a suitable injec¬ 
tion or irrigation. Tell him to call in a week or 
10 days, when you can arrange sufficient time to 
carry out the more complete test described above. ^ 

Treatment. j 

(Jive the patient his printed directions, and if 
the disease has spread to the deep urethra try and 
persuade him to lie up. Whatever the state of the 
disease—whether anterior or posterior—employ 
anterior irrigations from the very outset. Do not 
employ posterior irrigations in the acute stage, 5-8 
weeks in ambulatory cases, 3 weeks in cases that 


1 
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lie up. The best results are obtained if the doctor 
himself can irrigate the anterior urethra once a day. 
Irrigate from a low height (3 to 4 ft.) with the 
utmost gentleness in ballooning the canal, and suit 
the strength of the fluid to the severity of the 
inflammation. In average cases start with 1 in 
3000 potassium permanganate, and as the discharge 
and pain diminish increase the strength by 1 in 
500 until ybu have reached 1 in 2000 or even 1 in 
t 1500. If the discharge and pain diminish you are 
doing right. If they increase you are either using j 
the washes too weak, or you should carry out 
irrigations twice a day. In the majority of cases | 
once a day is sufficient. € 

i 

Acute Anterior Urethritis. 1 

In mild anterior cases I often start with 1 in j 
2000 potassium permanganate, and work up to 
1 in 1500 or even 1 in 1000 by the fourth or fifth 
day. Often by the fifth or sixth day there is no 
discharge, and the urine is clear. I then use the 
urethroscope and look for infected glands of Littr6. 

If not present the patient is cured. If present I 
cure them with the operating urethroscope and 
continue irrigations for another 5 or 6 days. At 
the end of that time I urethroscope again. If no 
diseased follicles are seen, cure is complete. Such 
quick cures can be obtained only in patients who 
have had the discharge a few days and in whom the 
disease is not very acute when first seen. I have 
dozens of such quick cures in my records, that is 
to say, 5 to 7 days’ cures in non-follicle cases on 
washings alone, 10 to 20 days’cures in cases with 
infected follicles. Having treated the follicles, you 
must continue with daily irrigations for 5 to 7 days 
before it is advisable to urethroscope again and 1 
see if all the follicles have been destroyed. If not j 
you must operate again and again, irrigate daily j 
for a week, and then inspect again. j 

In the more acute later anterior cases it often 1 
takes a fortnight or even a little longer of regular t 
daily irrigations or injections to stop all discharge | 
and get the urine quite clear. When that is 1 
attained you should proceed to urethroscopy as I 
described above to eliminate infected follicles. If ! 
the patient has acute anterior urethritis but cannot I 
come to you for irrigations, then instruct him how 1 
to irrigate or inject for himself. Let him irrigate 
once or twice a day and inject at least twice, and 
better three or four times a day. Let him report 


in a fortnight or three weeks for further examina- J 
tion. Many such cases will then be found cured. / 
All such cases, if free from discharge at the second [ 
visit, should be urethroscoped. In this way you \ 
can detect infected follicles, and destroy them if \ 
present. 


Early Urethroscopy. 

The object of early urethroscopy is this. Are 
these patients discharge-free fully cured or have 
they the gonococci still lurking in a side track in 
the anterior urethra. These side tracks are of two 
kinds. i 

(1) Usually they are found to be infected and a 
swollen glands of Littr£. Destroy these with' the ! 
operating urethroscope, and ask the patient to 
inject for a week and then report. Urethroscope 
agaip. If all the glands are healthy the patient is 
cured. Often at the second examination there 
can still be seen a few remaining infected glands. 
Destroy them. Let the patient irrigate or inject 
for another week and then report. Urethroscope 
again. In most cases there are no more infected 
glands to be seen. The cure is complete. (Time 

of cure 2 to 4 weeks.) 

(2) Less often a portion of the canal is seen # to 

be red, swollen, and cedematous, and not to dilate 
properly under air distension. This is a sub¬ 
mucous infiltration or a soft stricture. Treat this 
by means of Kollmann’s dilators applied every 5th 
day until the normal calibre of the canal has been 
restored and the canal can be seen by the urethro¬ 
scope to be healthy. All this time the patient 
continues his irrigations or injections. (Time of 
cure 3 to 5 weeks.) i 

Acute Posterior Cases. 

If, however, you find by your first examination 
that the disease has already spread to the deep 
urethra you will do no good by irrigating the case 
yourself, as you are not going to get an early cure. 

In such cases instruct the patient how to irrigate / 
or inject for himself, and tell him to use 1 in 4000 / 

potassium permanganate if the disease is acute, 

1 in 3000 potassium permanganate if mild, and to , 
irrigate twice, or inject 4 times a day. On no ! 
account irrigate the deep urethra at this stage as j 
it does no good and leads to complications. The 
object in irrigating or injecting the anterior urethra 
in early acute posterior cases is to keep down the 
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discharge in the anterior urethra and prepare for 
the time when you will be able to irrigate the deep 
urethra (5 to 8 weeks in ambulatory cases). It 
is more pleasant for the patient to be compara¬ 
tively free of discharge, and you are saving time 
by getting the anterior urethra into a healthy 
state. At the end of some weeks the case will 
I enter on the subacute stage. 

Treatment of a Subacute Case. 

The patient has had an acute posterior urethritis. 
Towards the end of some weeks (3 weeks if the 
patient has gone to bed, 5 to 8 weeks if he has 
remained at work) the severity of the disease 
begins to die down in the course of nature ; that is 
to say, the discharge lessens and becomes thinner 
Pain, burning, and chordae cease, fever disappears^ 
and the patient begins to feel better in himself. 
Take the case of a patient who has had acute, 
posterior urethritis for some 5 to 8 weeks from the 
date of the infecting coitus., If he has been under 
your care at an earlier date he will have been 
irrigating his anterior urethra regularly and there 
.will be little if any urethral discharge to be seen. 
Ask him to pass water into two glasses. The first 
ij? certain to contain a fair haze, the second may be 
.hazy with pus, or it may be clear. Now is the 
time to institute treatment for the deep urethra, 
but begin with the utmost gentleness and use'weak 
solutions of your antiseptic wash. At the com¬ 
mencement posterior irrigations should only be 
carried out by the doctor. Irrigate the deep 

urethra every day for a week or 10 days, or in the 
case of out patients 2 or 3 times a week. For the 
first 2 or 3 sittings anaesthetise the urethra with a 
little 4 per cent, stovaine solution. Then irrigate 
the deep urethra with 1 in 5000 potassium per¬ 
manganate from a height of not more than 5 ft. 
Increase the strength each day by 1 in 500 until a 
strength of 1 in 2000 has been reache'd. Most 
patients will stand 1 in 2000 after a short time, and 
their urinary haze will not disappear until this | 
strength has been attained. Some patient's 
urethras are, however, very sensitive and will, not 
tolerate concentrations greater than 1 in 3000. In 
such cases perseverance at such a strength will ' 
remove the purulent haze. Above all, beware of j 
causing intense pain and strangury by irrigations. J 
If you are doing so you are using too great I 
strengths, or you have begun To irrigate too soon. I 


[ Clinical Journ ., 


Another warning is necessary. Do not keep 
passing several lots of wash into the bladder. 
Such a proceeding will irritate the bladder. Be 
content at first if you can only persuade an ounce 
or two into the bladder. Very soon the bladder 
will learn to take half a pint quite easily. Flush 
out the bladder once only, and then let the patient 
pass the wash out. Use the rest of the wash for 
irrigating the anterior urethra. Above all, the 
wash is to be persuaded into the bladder, not forced 
in by excessive pressure. 

During this period of treatment massage the \ 
prostate very gently every third day for 12 d^.ys. 
Later on you ought to lengthen out the intervals of 
prostate massage to every fifth or seventh day. 

Do not try to effect too much at each massage. 

Do not massage for more than one to two minutes, 
and let the process be one of peaceful persuasion 
or gentle stroking. Do not use powerful squeezings. 

I fcannot warn you too carefully on this point. 

If you content yourself with posterior irrigation 
and prostatice massage for a period of 12 to 14 
days you will find that at the end of that time, in 
the majority of cases, that all purulent haze has 
disappeared from the urine, and that the urine has 
become clear, and at most contains a few purulent j 
threads. In other words, the case has entered^/ 
upon the chronic stage. 


Treatment of a Case of Urethritis in ihe 
Chronic Stage. 

The patient now thinks he is cured. His urine 
contains a few threads, and there is noticed a little 
sticking of the meatus, and a slight gleety dis¬ 
charge in the early morning. Warn your patient 
that it will be at least 3 to 6 weeks before he is really 
cured. . 

Ask the patient to pass water, and then massage 
the prostate and examine the discharge under 
the microscope. Make a rough note of the number 
of pus cells—large, medium, or minimum. Repeat 
this examination every 2 or 3 weeks, and by this 
means you can best judge the progress of the case 
towards cure. 

As regards the treatment of the chronic posterior 
urethritis you should now discontinue daily irriga¬ 
tions in order to test if the urine will remain cleaT 
without such treatment. In most cases, if the 
patient is keeping the rules, the urine will remain 
clear, provided you treat the patient ^every fourth 
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or fifth day yourself. Only 3 rules of life are now 
necessary—no alcohol, no sexual excitement, no 
riding or bicycling. These are the 3 prostatic 
sins. The rules as to diet still holds, but encourage 
the patient to take exercise, feed up and get fit. 
Help him to get his mind off his urethra, and let 
him go to the seaside at the week-ends. Every 
fourth or fifth day let the patient attend for treat¬ 
ment. Massage the prostate, and instil the deep 
urethra by means of the Ultzmann syringe with 
strong solutions of silver nitrate, beginning with 
5 gr. to the ounce, and working up to 20 gr. to the 
ounce. If these cause urine discomfort let the 
patient go home and sit in a hot bath. Some 
patients cannot stand such strong treatment. If so 
be content with giving, after the massage, a posterior 
irrigation of 1 in 5000 silver nitrate. At the end 
of 5 or 6 weeks the prostatic fluid will probably 
be found free of pus, and the posterior urethra is 
cured. In cases of chronic vesiculitis, instead of 
using these instillations, proceed every fifth day as 
follows : Fill up the bladder with 1 in 5000 silver 
nitrate solution, pass a No. 24 Charri&re metal 
bougie. Leave this in for 5 minutes. Remove 
the bougie, turn the patient over, and massage the 
vesicle gently, but firmly and thoroughly. Let the 
patient then pass out the irrigation fluid. It will 
be found to be full of purulent sperm, or even of 
casts of the vesicles. An infected vesicle, possess¬ 
ing, as it does, a thick fibrous wall and a very 
small duct opening, needs much firmer massage 
for its cure than does an infected prostate. For 
this reason vesicle cases often take 4 or 5 months 
for their cure, and are the most resistant cases 
of all. 

Cure is a question of obtaining proper drainage 
and emptying of the infected vesicle. Cases only 
do well when the vesicles can be got to empty 
themselves properly. In such circumstances 
•drainage probably does not take place through 
the ducts. The ducts become digested by the 
pus, and a large pathological opening as of a 
burst abscess is formed leading from the vesicle 
into one side of the posterior urethra. You can 
see such openings if you use the posterior urethro¬ 
scope, and can actually see pus issuing from them 
if you squeeze the vesicle at the same time with 
a rectal finger. That is the object you have in 
jfiew in passing the metal bougie. The bougie 
helps in the formation of a proper opening for 


drainage. You can detect when you are dealing 
with a vesicle case by means of tactile rectal 
diagnosis. The thickened wall of the distended 
vesicle can be clearly felt in this manner. Give a 
guarded prognosis in such cases. In some of \ 
these cases the purulent haze in the urine is most j 
persistent, and lasts for weeks before it yields to ] 
massage and irrigations. 

The case often begins to do well after the 
patient has experienced a series of nocturnal 
seminal emissions, the emitted fluid being found 
to be greenish-yellow, or even blood-stained. 
This is a sign that the abscess has burst into the \ 
deep urethra. Failing the formation of such an , 
opening, the duct of the .vesicle sometimes gets 
blocked altogether, and may remain blocked for 
months or even years at a time. The urine then j 
gets quite clear, and the patient thinks he is cured. 
He may go months or even years without a relapse 
of yellow discharge, yet sooner or later excessive 4 
indulgence in alcohol or coitus, < 3 r depression of 
the general health, may lead to the bursting forth 
of the vesicular secretion afresh, and a sudden 
apparently inexplicable appearance of profuse* 
yellow urethral discharge. These facts I hav^ 
just mentioned will account for those curious cases > 
we see where a man suddenly develops urethritis 
when he has not been with a woman for a long 
time. Such a phenomenon sometimes occurs in , 
married men, whose wives remain perfectly healthy. 

In resistant vesicle cases, if peristence in treat¬ 
ment after 3 or 4 months does not result in cure, 
should be submitted to the operation of Vasostomy, 
by which it is possible to wash out the infected ; 
vesicle and bring about a rapid cure. / 

Chronic Anterior Urethritis. 

During the same period, when you are carrying 
out the treatment of the posterior urethritis as just 
described, you should also employ the time in 
curing the anterior urethra. This can only be done 
by the intelligent use of the aero-urethroscope. 

Once the urine is clear, therefore, lose np time 
urethroscope the anteridr urethra, as there may be 
lesions in the anterior urethra which need attention. 

If these consist of infectious follicles, destroy them 
once a week with silver nitrate fused on to the 
operating probe. 

If, on the other hand, these consist of sub-mucous 
infiltrations (soft strictures), fill up the bladder 
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with silver nitrate 1 in 5000, and pass metal 
bougies of suitable size until you can pass a No. 24 
Charriere with ease. Now begin to use Kollmann’s 
dilator’s every fifth or seventh day, the straight 
Kollmann for a stricture in the penile urethra, the 
curved Kollmann for a stricture in the bulbous 
urethra. Use as an irrigating fluid either silver 
nitrate 1 in 5000 or, if this stings too much, use 
oxycyanide of mercury 1 in 4000. Increase a 
millimetre or two at a time until you have attained 
45 Charrifcre in the bulb, 30-35 in the penile. If 
a soft stricture is present, you cannot obtain a 
cure of the gonorrhoea without these instruments, 
and at the same time you will be saving the 
patient from developing a fibrous stricture in later 
years. Control the dilatations by periodical 
urethroscopy. 

Note on the Treatment ok Strictures. 

IV. B .— You can diagnose a stricture only by 
using the urethroscope . By this instrument you 
can see and judge how small or how large the 
opening is and the nature of the stricture, whether 
soft or fibrous, (a) If fibrous and almost pin¬ 
point, start dilatation with gum-elastic bougies. 
The first time you will probably get in 1, 2, 3, 4 
Charrifere ; the next time 4, 5, 6, 7 ; the next time 
7, 8, 9, 10; the next time 10, n, 12, 13, 14; the 
next time 14, 15, 16; the next time 16, 17, 18 
Charriere. 

When up to 18 Charriere, proceed with your 
nickel bougies and work on these till the meatus 
(24-28 Charriere) will not let you use them any 
more. Then start with the Kollmann’s dilators. 
If the stricture is in the bulb, work up with these 
to 45 Charriere; if in the penile, work up to 30 
or 35 Charrifere. Then tell the patient to come 
back for urethroscopic inspection in 6 months’ 
time. In the large majority of cases cure will be 
found to be permanent if dilatation has been 
carried out to these high degrees, (b) If you 
find a tunnel stricture that you can feel from the 
outside, or if you find that the stricture will not 
dilate up any more than to 8 or 9 Charriere, then 
take the patient into the hospital for internal 
urethrotomy. In actual practice only a few cases 
will require this operation. 


Lecture V. 

THE URETHROSCOPE. 

Though a fair percentage of your cases can be 
cured by irrigations and prostatic massage alone, 
yet a certain number will be found which remain 
uncured, and which, if left alone, will relapse. 
These relapsing cases need for their cure an intelli¬ 
gent use of the urethroscope. Some.of them will 
thus be seen to have soft strictures, and these will 
need for their cure dilatations by means of bougies 
and the Kollmanns dilators. Others will be found 
to have infected glands of Littre. These infected 
glands can be most quickly and easily cured by 
their destruction through the operating urethro¬ 
scope. The position I maintain with regard to 
the urethroscope is this. You can cure many of 
your cases without the urethroscope, but you can 
only cure all your cases if you are expert in the use 
of the urethroscope. But quite apart from the 
question of cure is the immense value of the 
urethroscope in training the eye in the clinical 
pathology of urethritis. It is a curious fact that 
backward though the study of urethritis has been 
in England, yet the English urethroscopes are far 
in advance of any I have seen abroad. In this 
branch .of the subject we have little to learn from 
foreign practitioners. For some reason or other,, 
foreign authorities have not taken kindly to the 
aero urethroscope. They are content to use some 
modification of Valentine’s or Luy’s urethroscope* 
with which no air is used to distend the canal. In 
this way they have missed many refinements in 
diagnosis which are of great importance. In my 
experience the best urethroscope is that invented 
by my friend, Mr. Wyndham Powell, after years of 
patient study, and I cannot too warmly recommend 
it to your notice. There is not space in these 
lectures to deal with other instruments, and in 
what follows I shall assume we are using a Wynd¬ 
ham Powell instrument. 

I shall not discuss the posterior urethroscope in 
these lectures. The best posterior urethroscope is 
the irrigating urethroscope of Goldschmidt and 
Wassidlo. Such an instrument should be in the 
hands of all specialists, but its chief value is to 
teach the clinical pathology of the dgep urethra. 
It is seldom required in routine treatment, as the 
large majority of cases of posterior urethritis can 
be cured without its use. 
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The great advantage of an aero-urethroscope is | 
that the air drives out the walls of the canal away I 
from the urethroscopic . tube. Air distension 1 
enables you to observe accurately as to whether I 
any part of the canal is dilating properly or not. 
This is the most vital fact you want to know. In 
the second place it helps you to determine whether 
the urethral follicles are infected or not, and more 
important still, it helps you to operate on and 
destroy the infected follicles rapidly and effectually. 
The instrument is not an easy one to master, and I 
shall assume that you are willing to give time and 
patience to practise its usage. It will take you at. 
least 6 months to become any good at urethro¬ 
scopy, and probably one to two years before you 
can be considered fitted to give a first-class 
opinion thereon. Do not be discouraged; perse¬ 
vere, and you will find your reward in the added j 
interest you will find in your cases, and in the 
great improvements in your results. The men who 
tell you that you do not need the urethroscope are , 
men who have not had the patience to master the ; 
instrument. It is the same type of man who says 
there is no need for the cystoscope in the diagnosis 
and treatment of diseases of the bladder and 
kidney. Pay no heed to such false prophets. It 1 
stands to reason that if inspection by the eye is 
possible of any diseased portion of the body, that 
then such inspection must be the best means for j 
exact diagnosis and treatment, and must be | 
mastered by the modern practitioner. It is the 
elaboration of such instruments of precision that 
has made necessary the development of specialties. 
Special instruments mean special doctors. 

How to Use the Wyndham Powell Aero- 
Urethroscope. 

Let the patient pass water and then recline upon 
the examining couch. Do not irrigate the urethra, 
as by doing so you spoil the pathological picture. 
See that the lamp is acting and that the instrument 
is in focus. Attach the rubber bellows to the air- 
tube, the tap being turned off, and blow up the 
bellows to full distension. Place the instrument 
on the table between the patient's legs, and get 
him to hold the air-bellows. 

Select a No. 22 Charriere tube 5 in. long and see 
that the obturator is working smoothly. Lubricate 
the tube and pass it gently into the urethra up to I 
the hilt. Slowly withdraw the obturator. Attach 


the urethroscope to the the tube and turn on the 
air. You should now see the bulbous urethra 
blown out by the air with the external sphincter 
lying at the deepest part. Examine this portion of 
urethra closely, and then gradually withdraw the 
tube, noting the condition of the penile urethra 
and the fossa navicularis. Pay particular attention 
to the roof of the canal. Note particularly the 
dilatability of the different portions of the canal, 
and the condition ofithe follicles. 

Normal Appearances. 

The external sphincter or compressor urethrae is 
seen in action at the extreme back of the bulb, 
alternately contracting and relaxing under.the air 
pressure, and drawing up the mucous membrane 
into star-like folds. The bulb appears like a 
cavern viewed from the open end of the tube, the 
floor particularly bulging downwards away from the 
tube. The floor of the bulb is pale pinkish yellow, 
with two longitudinal leashes of blood vessels 
running forward out of the deep urethra. The mouth 
of the ducts of Cowper’s glands can seldom be dis¬ 
tinguished. The floor of the bulb bulges downwards 
so that this portion of the canal is ovoid in section. 
In the middle of the bulb the canal is more nearly 
circular in section but still very dilatable. The 
rings of the involuntary circular muscles lying just 
under the mucous membrane are readily seen 
under moderate air distension. They must not be 
mistaken for strictures. Pump in more air, which 
will flatten out the muscular rings so that they are 
no longer seen. The wall of the canal then 
appears perfectly smooth, glistening and pale 
yellowish in colour. The mouths of a few follicles 
may be seen on the roof of the bulb, but often there 
are none in this position. 

The penile urethra is circular in section, and 
appears as a c>lindrical tube much narrower than 
the bulbous urethra. Rings of muscle can be seen 
under low distension. Under high distension the 
wall is smooth, glistening, and a pale yellowish pink. 
On the roof a large number of mouths of follicles 
or glands of Littr£ can be seen. They are usually 
arranged in a single row longitudinally disposed 
one above the other. In some persons they are 
disposed in a double row. In a few persons they 
can be seen on the lateral walls and even on the 
floor. 

The fossa navicularis is lined by smooth, pale. 
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yellow mucous membrane, and usually only presents 
one gland, the lacuna magna, which can be seen j 
opening on the roof about one inch from the 
meatus. Rarely large lateral or floor pits are seen. 
Having familiarised yourselves with the normal 
appearances of the urethra, you should then 
proceed to learn the appearances of disease. 

The Urethroscopic Appearances of Diseased 
Urethral States. 

As a general rule it is not wise to use the 
urethroscope in any given case till the urine is 
clear. That is to say, in early acute urethritis 
70U wash out the urethra for 5 to 10 days until 
all discharge is gone, and the urine passed is clear. 
In subacute posterior urethritis with hazy urine, 
you wash out the deep urethra until the urine is 
clear, and then use the urethroscope. In chronic 
cases you can use the urethroscope at any time. 

a. Early Acute Cases. 

We will suppose that the patient came to you 
on the third day of a urethritis, that you irrigated 
daily for 7 to 10 days, and that all discharge has 
ceased and the urine is clear. Vou want to know 
if the case is cured. In such a case do not 
employ too great air distension for fear of driving 
disease, if still present, back into the deep urethra. ; 
You will probably find that the whole canal dilates 
properly, and that the mudous membrane is pale 
£ink and glistening with mucus. In such a case j 
you have obtained a cure. In other cases you will | 
note that a tiny bead of yellow pus can be seen 
in the mouth of one or more of the glands of | 
Littre, and th&t there is a red area round its j 
mouth, and that the body of the gland is bulging 
into the lumen of the canal. This is the appear¬ 
ance of an infected gland of Littre (or follicle), and 
if left alone the gonococci from the gland reinfect 
the urethra in a few days and set up a relapse of 
bright yellow discharge. Such an infected follicle 
must be destroyed {vide infra). 

k. Later Subacute Cases. 

We will suppose you are examining a case that 
has had a posterior urethritis, and that as the result 
of irrigations and prostatic massage at the end of 
6 to'8 Weeks from'the start you have rendered 
the urine clear and wish to know the state of the 
anterior urethra. Here yoii hiay find that the 


whole canal dilates well, and is pale, pink, smooth, 
and glistening; or you may find a number of 
infected follicles as before. But in a number of 
such cases you will note that the walls of the 
bulbous or of the penile urethra do not dilate 
properly even under strong air distension, but that 
the wall$ bulge into the lumen of the canal and 
1 are red, swollen, and oedematous. This condition 
is what I call a “ soft stricture ” or a “ submucous 
infiltration.” The pathology is that gonococci are 
lying in the submucous tissues of the canal at this 
place and are causing hyperplasia of the tissues, 
the tissue spaces being full of inflammatory fluid 
and inflammatory cells (pus cells, plasma cells, 
fibroblasts). Such a condition if untreated will 
keep up a discharge for a year or two, and event- 
! ually will become the site of a tough fibrous tunnel 
stricture. If treated at once by dilatation with 
Kollmann’s dilators, not only is the urethritis 
j soon cured, but no fibrous stricture can possibly 
follow. 

c. Early Chronic Cases. 

Suppose that you are examining a patient who 
j has had urethritis for some 6 months, and that he 
| still has a constant gleet with a tendency to 
relapse of bright yellow discharge. In such a case 
you may find on examining thfe urethra that a 
portion of the canal does not dilate properly, yet 
its walls are quite smooth and :pale pink in colour. 
There is no longer any oedema or redness of the 
wall,’ yet a fibrous edge has not yet appeared. 
This is the intermediate type of stricture, and it 
is the one most liable to be missed by a careless 
observer. It needs for its treatment and cure 
dilatation by the Kollmann’s dilator. 

d. Late Chrofiic Cases. 

Suppose that you are examining a patient who 
has had a gleet for 2 or 3 years, and who passes 
threads in a clear urine. In such a case you are 
likely to find the beginnings of a fibrous stricture. 
Fibrous or hard strictures can be followed by the 
urethroscope in their varying stages from their 
birth to their death at the hands of a Kollmann’s 
dilator. You can learn more about strictures with 
the urethroscope than by any other method. I 
teach that there is only one proper wdy by which 
to diagnose stricture and that is by the aero-urethro¬ 
scope. The old methods of diagnosing a stricture 
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by means of a bougie should be relegated to the 
scrap-heap. Why trust to the sense of touch when 
it is possible to employ the sense of sight, especially 
as it is so easy to mistake spasm for stricture 
when using a bougie? Just as the cystoscope has 
relegated the sound to the scrap-heap in the 
diagnosis of stone in the bladder, so the urethro¬ 
scope should entirely supersede the use of the 
bougie in the diagnosis of stricture. The urethro- 
scopic picture of a stricture, as presented by the 
aero-urethroscope, is unmistakable, and the veriest 
tyro cannot fail to detect it. Yet in most of our 
hospitals the diagnosis of stricture is still made 
by the bougie, and there can be no doubt that the 
operation of internal urethrotomy is performed 
yearly on dozens of cases in these hospitals in 
which no stricture is present at all, but merely 
spasm. Another advantage gained in the diagnosis 
of stricture by using the urethroscope is that you 
can at once get a fair idea as to the calibre of the 
stricture and as to what size of instrument it is 
likely to take when you. start dilatation treatment. 

Types of Fibrous Stricture. 

The simplest type of stricture is seen as a small 
crescent of fibrous tissue forming an arc about a 
quarter the circumference of the canal, and in the 
centre of which can be seen the open mouth of | 
a follicle. Undoubtedly these arise from long¬ 
standing inflammation of a gland of LittnJ. 

The next type is seen as a white fibrous crescent 
taking in about two-thirds of the circumference of 
the canal. This is the so-called bridle stricture, and 
it arises from a small submucous infiltration which 
involved originally only a part of the circumference 
of the canal. • % ... 

The third type of stricture is seen as a complete 
circle of white fibrous tissue, with a large lumen, 
fepresented in longitudinal section as a complete 
fibrous diaphragm with a large central aperture* 
This is the commonest type of stricture, and it 
progresses until only a narrow pin-point opening 
can be seen, 

. The fourth type of stricture arises from an 
extensive submucous infiltration which originally 
involved an inch or more of the length of the i 
urethral cylinder. The face of a dense mass of j 
white fibrous tissue can be seen with a pin-point 1 
opening near the centre, and, in addition, there j 
can be felt a thickened cylinder of fibrous tissue 


along the length of the corpus spongiosum. This 
type, therefore, cannot only be seen, but can be 
palpated from the outside. I have named it 
the “tunnel” type of stricture. It is far more 
rebellious than any other kind, and usually needs 
urethrotomy before it will yield to dilatation. 

Rare Urhthroscopic Appearances. 

. In a few cases, but only in a few', you will find 
other lesions. 

(1) Warts .—These appear exactly like little 
septic warts w'hich are so commonly seen under a 
septic foreskin. They must be curetted away 
through the operating urethroscope, and the bases 
touched with silver nitrate fused on to a probe. 

(2) Pouches .—Congenital pouches are occasion¬ 

ally seen on the floor of the bulb. I have several 
instances in my records. I believe they arise from 
maldevelopment of the ducts or glands of Cowper. 
They are of little pathological, interest in keeping 
up a urethritis, but they may give rise to difficulty 
in the passing of an instrument unless their 
presence has previously l>een determined by the 
use of the urethroscope. ♦ 

(3) Leukoplakia .—I have seen typical leuko¬ 
plakia, white patches of thickened epithelium in 
chronic cases which have, received prolonged treat¬ 
ment with strong caustics. The urine is usually 
loaded with threads like the wings of an aeroplane 
The condition needs no treatment, and should not 
be irritated by further strong applications. In very 
rare cases I have seen it end in primary carcinoma 

| of the urethra, one of the rarest of diseases. 

| (4) Inflammatory polypi.— These are very seldom 

seen in the anterior urethra, though they are not so 
uncommon in the deep urethra. They should be 
curetted, and their bases cauterised with pure 
silver nitrate fused on a probe. 

(5) plultiple millet seed bodies .—In a few dases 
that have received prolonged treatment an appear¬ 
ance is seen as if the whole canal were dotted 
over with tiny grey bodies, of the size of a millet 
seed. These are, I believe, new growths of lym- 
| phoid tissue beneath the mucous membrane. The 
best treatment I have found is to use Kollmann’s 
dilators for a time, then to paint the canal several 
times with strong silver nitrate (20 gr. to the ounce 
of distilled water), and then to leave alone for some 
time, when the bodies will disappear. 
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(6) Angeiomata .—These are very rarely met 
with in the male urethra, hut may prove very 
troublesome. I had one patient who developed 
urethritis, and one day he suddenly noticed that his 
boots were soaking wet. On examining his clothes > 
he found his pants and socks soaked with blood, 
which was issuing from the urethra. Examination 
revealed an angeioma on the floor of the penile 
urethra, with a tiny septic ulcer at one portion, 
from which the blood was issuing. Under an 
anaesthetic I was successful in applying an electric 
cautery to the angeiomata, which I destroyed com¬ 
pletely, and shortly after I was able to send the 
patient away completely cured of his uretluiiis and 
his angeiomata. This is the only occasion on 
which I have seen an actual ulcer caused by gonor- j 
rhoea. In the vast majority of cases of urethritis j 
ulceration of the urethra never occurs, and you will • 
not be likely ever to see an ulcer from this cause. 
Yet the text-books and some books written by 
specialists are continually talking of ulcerated 
patches in the urethra as if they were of common 
occurrence. If you use gentleness in passing 
your urethroscopic tube I will vouch for it that 
you will not see a true ulcer in one case in a 
thousand. i 

The same holds true of “ Patches.” I always | 
know that a man has not really studied his urethro- j 
scope when he tells me he has seen a patch which ; 
he has painted. I do not recognise such a thing 
as a patch or a 14 granular patch ” in the urethra. 

I can see a submucous infiltration or a soft stricture, I 
and perhaps this is what is meant when people i 
describe having seen a patch. But if this is what 
is meant by a patch, then I can only say that the 
worse possible treatment for it is to paint it with 5 
strong chemicals. These only irritate it and make j 
it worse. Treat such areas by means of dilatation, ; 
not by means of paints. I always distrust the 
“patch painter.” There are many about. For j 
instance, a student came under my care who for 
6 months had attended a certain gentleman twice 
a week and had had a patch painted through the 
urethroscope without any relief. When I came to 
examine the urethra I found that it was not at 
fault, but that the man had a chronic infection of 
his prostate. The prostate had never been examined 
by the patch painter. Two months' massage of 
the prostate twice a week completely cured the 
patient without any more urethroscopic treatment, j 


Short Description of the Wyndham Powell 
Urethroscope. 

A source of illumination suitable for small 
electric lamps is required, such as an accumulator 
or a rheostat working off a transformer. Do not 
use the direct current from the main, as it is 
dangerous. The instrument contains an electric 
lamp attached to a short vulcanite handle. In 
front of this is placed an adjustable focussing lens, 
and on top of this comes down a folding hood 
which holds an adjustable pierced mirror resembling 
the mirror of the ophthalmoscope. The mirror 
can be adjusted by a screw so as to direct the 
focussed* light straight down the centre of the 
urethroscopic tube. The eye looks through the 
aperture of the mirror and is aided by a little 
telescope which is inserted at the top of the hood. 
Attached by an adjustable metal arm to the bottom 
of the lamp holder is a cone of metal, the top end 
of which is closed in by a glass window and the 
bottom end of which is moulded to fit the urethro¬ 
scopic tubes. Into the side of the cone runs a 
small tube, to which can be attached the rubber 
ball which acts as an air bellows. Another cone 
is supplied into which can be screwed the various 
instruments required for operations, such as a 
probe, a curette, and a knife. 

When the instrument is used for inspection the 
cone is attached direct to the urethroscopic tube^ 
When the instrument is used for operating, a rubber 
chamber, rigid or collapsible at will by means of 
two screws, is attached by one end to the cone 
and by the other end to the urethroscope tube- 
By this ingenious device it is possible, when the 
instrument is in place, to collapse the rubber 
chamber and to bring the probe out of the urethro¬ 
scope tube into the urethra and to direct it into- 
the mouths and bodies of the infected follicles. 
Before use the probe is heated and run through 
a solid stick of silver nitrate. In this way the 
probe can be run into an infected gland and be 
made to destroy it completely. This can best be 
understood by referring to the diagrams. 

The practitioner should practise the use of the 
probe on the palm of his own hand until he 
thoroughly understands the mechanism of the 
performance. Some months' practice is needed 
to attain a mastery in the use of the silvered probe, 
but I believe there is no simpler or more satis¬ 
factory method of destroying infected follicles. 
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I could publish dozens, of cases cured by this 1 
means when all else has failed, and I give some 
illustrative cases in the appendix. 1 

The curette and the knife are seldom lequired. 
The curette is used for warts and the knife for 
opening small urethral abscesses. 

As regards choice of urethroscopic tubes, I 
advise as follows : A No. 24 and 26 Charrifere 
3 in. tube, a No. 24 and 26 Charrifere 4 in. tube, ! 
and a No. 18, 22, and 24 5 in. tube. These will 
be found sufficient for most eventualities. Opera¬ 
tions are performed with 3 in. and 4 in. tubes, so 
that two sets of instruments are required of a 
length suitable to these tubes. 

Summing up I strongly urge you to lose no time 
in acquiring a good urethroscope and in using it 
constantly. Only by constant use can you train 
your hand and eye and obtain first-class results. 

Crowley’s Hygiene of School Life. By C. W. 
Hutt, M A., M.D.Cantab., D.P.H.Oxford. 
Second Edition. London : Methuen & Co. 
Ltd., 1915. (Post 8vo, pp. 445, 20 illustra¬ 
tions, 3.L 6 d. net.) 

Dr. Hutt, of Bradford, is responsible for the new 
edition of this book, which is a most readable one, 
and has quite distinctive features in the large out¬ 
put of literature associated with the child and the 
child’s school life. He also possesses the innate 
quality of making his matter most interesting, and 
for that reason the book will be eagerly read by 
the school teacher as well as the school doctor. 
For each it has a distinct message and charm. It 
gives a clear present-day picture of the school child 
and its surroundings, and it includes the cognate 
subjects of school planning and ventilation as well 
as the general equipment of the whole school 
building. Infectious disease and the methods of 
dealing with it are discussed at some length, and 
sound advice is given on the larger question of the 
provision of meals, physical exercises, and the 
school clinic. An appendix deals with the Acts of 
Parliament bearing on educational problems and 
mental deficiency. We can cordially recommend 
this book. 


GUNSHOT WOUNDS OF THE 
MAJOR ARTICULATIONS. 

By L. A. PARRY, B.S., F.R.C.S., 

Assistant Surgeon, Royal Alexandra Hospital for Children, 
Brighton; Captain, R.A.M.C.T. 

Gunshot wounds of the large joints constitute 
a very important class of war injuries, both on 
f account of their frequency, and of the serious 
, disabilities which may result from them. Since 
the commencement of the war, a considerable 
alteration in the treatment adopted in this variety 
of injuries has taken place as the result of the 
experience of the many eminent surgeons who 
, have studied the subject, both at home and abroad ; 

and the present paper, illustrated by various cases 
j which have been under my care, is an attempt to 
summarise the latest methods of procedure in the 
; management of this important division of projec¬ 
tile wounds. 

I will quote a passage from Spenser’s book on 
w gunshot wounds published in 1908, a passage 
which shows clearly and concisely the view taken 
by military surgeons of these wounds as the result 
of modern campaigns up to the present war. 

“Gunshot wounds of the large joints were for- 
I merly very severe and fatal injuries owing to the 
great damage done to the articular ends of the 
bones by the large bullets then in use, and still 
more to the almost invariable infection of the 
wound which was brought about by the explora¬ 
tion with an uncleansed finger recommended by 
all military surgeons in the pre-antiseptic era. 
Primary amputation or excision was then the rule, 
lodgment of the bullet in the joint was common, 
and the mortality was very high. It was in 
wounds of the knee joint that the modern system 
of wound treatment, based on avoidance of inter¬ 
ference and prevention of infection, first gained 
marked success, in the well-know T n work of Reyher 
and von Bergman in the Russo-Turkish War of 
1877. 

“Under present-day conditions these injuries 
are much less serious ; the small-bore bullet inflicts 
comparatively slight damage on the ends of the 
bones, causing perforation or grooving as a rule, 

: seldom comminution, and the skin wounds are 
1 usually small, hence infection is much less likely to 
j occur. 
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“ Wounds of joints from the sm^ill-bore bullets 
are therefore less dangerous, and, if aseptic, seldom 
lead to any bad result. This was predicted by 
von Coler as the result, of experimental work, and 
the experience of the compaigns in Cuba, South 
Africa, and Manchuria has amply justified his 
opinion. At Harbin 1,382 penetrating wounds 
of joints were treated during .the year 1904, with 
7 deaths, and only 72 resections were performed.” 

I think that everyone will agree that, owing 
to the nature of the weapons used, the totally 
different method of conducting warfare, the soil 
on which fighting takes place, and other reasons, 
the injuries inflicted on joints in this present war 
are very much more serious than in previous cam¬ 
paigns, and the good results obtained in South 
Africa and Manchuria cannot possibly be expected 
at the present time. 

Of all the big joints, the knee is the one to 
which the most importance attaches, for it is^one 
of the most frequently injured in gunshot wounds, 
and the results are most serious. The remarks on 
treatment refer therefore esffecially to this articu¬ 
lation, although the general principles involved 
apply equally to all projectile wounds of joints. 
In the least serious cases, namely, those in which 
the joint cavity is not involved, the treatment 
generally adopted is quite simple, and the results 
very satisfactory. The wound is if possible com¬ 
pletely excised and sutured with the hope that 
healing by first intention will take place. Unfor¬ 
tunately this is possible only in a small number 
of cases, for, by the time treatment can be under¬ 
taken, the wound has suppurated freely, and there¬ 
fore although it should be excised, suturing and 
primary union is not feasible. The flesh wound 
is dressed with 5 per cent, hypertonic saline solu¬ 
tion for a few days till clean, then with normal 
saline. It is possible, in many cases, when the 
wound presents nothing but healthy granulations, 
to perform secondary suture. 

In a large number of these cases, although the 
joint cavity has not been perforated, there is con¬ 
siderable effusion into the joint. This condition 
has been called vibration synovitis, and is said to 
be due to the vibrations set up in the limb by the 
passage of the bullet through it. 

This should be treated by fixation on a Thomas’ 
knee splint fora short time, say about three weeks, 
when massage and passive movements should be 


carried out. If the effusion becomes infected from 
the superficial wound, the joint must be aspirated 
and injected with 5 per cent, saline every 3 or 4 
days till the effusion is sterile! In cases in which 
the effusion remains persistently septic, the joint 
must be opened and freely drained, as described 
below. , This class of knee joint injury due to 
projectile wounds is, of course, the least severe, 
and the results of the treatment indicated are very 
favourable. 

In the class which includes the majority of 
cases, namely, those in which the synovial cavity 
is opened, with or without injury to bone, the 
condition is naturally much more serious, and 
requires more radical treatment. 

If the case is one in which the missile has gone 
in and out of the joint, either with or without 
injury to bone, and the wound is simply a clean 
perforation of the joint, fixatioh of the limb is all 
that is necessary, unless the cavity is very dis¬ 
tended, when it should be tapped, and the excess 
of fluid allowed to escape. Later, in about three 
weeks or so, massage and passive movements 
should be undertaken. Should the effusion become 
purulent, this treatment will not suffice. If still 
open, the wounds, including those of the synovial 
membrane, should be excised, the joint irrigated 
with hypertonic saline, and well drained, the tube 
extending as far as the opening into the joint, but 
not through the synovial membrane. 

In the next division, i. those cases in which 
the projectile has lodged, much the same pro¬ 
cedure should be adopted, but in addition the 
foreign body should be removed at the same time 
as the wound is excised, whether it is free in 
the cavity or embedded in bone. Exception to 
this procedure should be made (a) in the case 
of a rifle bullet causing a small clean wound 
of entry and lying free in the joint ; here it is 
better to wait till the primary wound has healed 
before extracting the bullet. (^) In the case of a 
clean rifle bullet lodged in the end of one of the 
bones forming the joint. These should be also 
left. They may cause no harm at all, and may not 
require removal at any time. All other pieces of 
metal should be at once removed, either through 
the original wound, or, if more easily reached, by 
a fresh incision, which should be a free one, in 
order to allow a proper search for the missile. 
Any infected bone should at the same time be taken 
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away. As a rule free drainage of the joint is 
required in these cases, as the majority of them 
are infected. If, in addition, there is a fracture of 
/ one of the bones of the joint, the same treatment 
is carried out, but any cavity in the bone must be 
packed with saline gauze, and well drained. 

If the treatment indicated above fails, two, 
further procedures are open to the surgeon : (a) 
free arthrotomy, (b) amputation. The first pro¬ 
cedure, free opening of the joint, if successful, 
always leaves an ankylosed articulation. Those 
surgeons who have had most experience of the 
management of gunshot wounds of the knee-joint 
recognise that if the articulation is so seriously 
infected that arthrotomy is necessary, the treat¬ 
ment will probably not succeed in saving the joint 
or limb, and amputation must follow. However, 
limbs are sometimes saved in this way, and it 
should be tried in selected cases. 

The following methods of draining a severely 
infected knee-joint a^e available: (1) By a single 
incision over the front of the joint below the 
patella, carried well back on each side and freely 
dividing the internal and external lateral ligaments. 
The posterior part of the joint is well exposed by 
cutting through the crucial ligaments and re¬ 
moving the semilunar cartilages. All pockets must 
be opened up and comminuted bone removed. 
Saline gauze, with salt tablets and a large tube, 
are packed in the wound, which is left open 
without any sutures, and the knee placed on a 
Thomas , splint, with slight extension. (2) The 
second method is to make free longitudinal incisions 
on each side of the joint, irrigate well with saline, 
and drain each wound by tubes. This, of course, 
does not allow nearly such free access to the 
interior of the joint, but the two longitudinal 
wounds can, if necessary, later on be joined by a 
transverse one, and access gained to the whole 
interior of the joint as in the first method. 

Amputation is necessary unfortunately in a good 
number of cases. (1) Asa primary measure when 
serious damage has been caused to the main 
vessels or nerves, or when there is comminuted 
fracture of the bones of the joint. (2) As a 
secondary measure, if inflammation spreads up the 
bones, if secondary haemorrhage occurs, if tfie 
patient s general health is failing, or if suppuration 1 
is not stayed by the treatment outlined,abo v ’e. 
It is in the knee-joint, with its extensive* ramifying 


synovial membrane, the largest in the body, more 
i than in any other joint, that amputation is required 
for gunshot wounds. 

1 As to the particular method of amputation, the 
surgeons at the Front favour what is known as the 
“guillotine” method, /. e. straight through the 
limb without flaps or suturing. Those at Roe- 
hampton, who see such an enormous number of 
amputation cases in the later stages when ready for 
j fitting with artificial limbs, are not quite so enthusi¬ 
astic about it. The following quotation from the 
memorandum on “Amputations and Amputation 
Stumps,” issued by the surgeons at Roehampton, 
indicates their views : 

“ This procedure (/. t. flapless imputation) is 
excellent if followed, as intended, by the proper 
after-treatment, namely, the neatest possible 
secondary amputation as soon as the wound is 
clean. We have, however, seen many cases in 
which these open stumps have been allowed to 
heal by granulation or have been treated by skin- 
grafting, and the results have been extremely 
| unsatisfactory. In modified circular amputations, 
j and when flaps are cut but not sutured, it is 
| sometimes possible to prevent retraction of the 
soft parts by continuous extension applied to 
them, so that a secondary amputation may be 
avoided. But if the bone cannot be well covered 
eventually, it is better to re-amputate than to allow 
the flaps to be drawn in, adherent and distorted in 
| the process of cicatrisation.” 

In spite of certain disadvantages, e. g. the neces¬ 
sity of a second operation, I believe that when the 
tissues are seriously infected the flapless method of 
amputation should be carried out in all cases. It 
| allows the limb to be removed at a lower level, for 
it may be performed through infected tissues on 
account of the free drainage provided, and the risk 
of local and general sepsis is much lessened. In 
addition, a second operation for removal of bone 
is by no means always necessary, especially if the 
stump during healing is treated by extension, /. e. 
fixing longitudinal pieces of strapping on the skin, 

; supporting them by a bandage, and passing the 
cord of the extension with a light weight attached 
over a pulley. A stilly better method is to attach 
the strapping tnefeJ circle of sufficient diameter 
, to allow it W b6 'feacfily slipped over the stump 
during dressing, # 1 ostea<3'<rf fixing it in the ordinary 
manner.-. Instead of rubber 01 other strapping, I have 
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been using the following method for the fixation 1 
of extension appliances, introduced in France by t 
Major M. Sinclair. The method is thus described ' 
in the ‘British Medical Journal* for August 26th, 
1916: “The distinctive features of the method j 
are that union between the extension band and 
the limb is obtained by means of a substance 1 
which is applied primarily to the latter instead of , 
the former. . . . This substance consists of 

•fifty parts each of common glue (or gelatine), and 
tap-water plus two parts glycerine and one part 
each of calcium chloride and thymol. The glue 
•thus formed is used in the following way: After 1 
being warmed in a hot water bath to a suitable 
temperature ... it is painted with a large 
brush ... on the parts of the limb to which j 
adhesive plaster would ordinarily be fixed. . . . 

A fourfold strip of dry gauze is then fixed on the 
painted part, and a very thin covering of cotton- j 
wool is spread over the top to absorb any glue that 
may pass through the meshes of the gauze. . . . ( 

Gauze applied in this way enables tension to be 
applied quite as effectively is any form of strap- , 
ping, yet does not seem to irritate the skin. Also, I 
although the limb undergoes no preliminary I 
shaving, the gauze can be removed without pain.” | 
The results of attempts to perform in military j 
surgery the ordinary amputations of civil life, e. g. 
by flaps and sutures, do not give much encourage¬ 
ment to operators. It has been found that when 
extensive septic bullet wounds necessitate the per- * 
formance of an amputation of the limb, and sutures ! 
have been used, the number of cases in which , 
healing per primatn takes place, even when what j 
would ordinarily be considered in civil practice j 
adequate drainage had been provided, does not 
exceed 5 per cent. 1 

The following cases which have been under my 
care at the Second Eastern General Hospital, 
Brighton, illustrate the various points discussed 
above. Unfortunately, most of the men have to 
leave the hospital before the final results of treat¬ 
ment are apparent, and the notes of many are, 
therefore, incomplete. But a good general idea 
can, I think, be obtained even from these uncom¬ 
pleted records. I am greatly indebted to Lieut.- 
Col. F. J. Paley for much kJrtd and\ skilful advice V 
in the treatment of these patiedfs: ' ‘ * *- J 

Gunshot wound of knp* % ; ntniyiitli*Ced ftacture of » 
the lower end of the* 'jtrfntr ^drainage operation .. 


unsuccessful; amputation .—A patient in the War¬ 
wicks was struck by a piece of shell in the 
right knee. The lower end of the femur was 
badly comminuted. There was no evidence of 
injury to the main vessels or nerves. A drainage 
operation was performed the same night, the joint 
being opened by a transverse subpatellar incision. 
This was unsuccessful, the joint suppurating badly, 
and he was sent to England for amputation. On 
admission the joint was found to be infected and 
hopelessly destroyed. I amputated through the 
lower end of the thigh by the guillotine method. 
The wound was dressed by saline, and extension by 
means of glue, as described above, applied. The 
result was quite satisfactory; the stump has not yet 
quite healed, but promises to be a good one, 
though possibly a small piece of bone may require 
removal. 

Rifle bullet wound of the knee; perforation oj 
synovial membrane without lodgment of bullet .— 
This man was shot on the inner side of the 
knee, the bullet traversing the joint and making its 
exit by a small wound at the centre of the outer 
border ofthe patella. There was effusion into the 
joint. No bone was broken. Seven weeks later 
there was fair but limited movement of the joint 
which promised to become much better with 
massage and movements. 

Gunshot wound ofthe knee ; comminution of the 
patella; stiff joint .—In this man the wound of 
entrance was just internal to the hamstrings, that 
of exit over the centre of the patella. Part of the 
patella was blown away. When the patient left 
hospital, the wound had quite healed, but the 
joint was completely ankylosed. 

Gunshot wound of the knee; lodgement and 
removal of metal; complete recovery with normal 
movements. —A private in the Queens was wounded 
on the outer side of the knee by a trench bomb. 
The entry wound was about an inch in diameter. 
Some shreds of clothing and a piece of metal were 
removed from the lower and outer part of the knee 
at once. Three weeks later a piece of the bomb 
was removed from the lower end of the femur, in 
which it had lodged. A month later a sinus 
leading to the bone was scraped. Four months 
dftefr.the ^receipt of the injury, his knee joint was 
Ti<3rttidl,\ there was no swelling, and all movements 
^ were* -perfectly free. 

; Stiraftft'} ivound of the knee ; removal of missile. 
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—A member of the A.A.M.C. was struck by a 
piece of shrapnel which entered the front of the 
knee and lodged in the articulation. The wound 
was explored and the piece of shrapnel removed by 
an incision over the centre of the front of the knee. 
There was a good deal of effusion into the joint 
and the temperature rose to ioo° F. The leg was 
fixed in a Thomas modified knee splint, and in a 
few days the temperature fell to normal. His 
further progress till discharged from the hospital 
was good. 

Shrapnel wound of the knee ; bullet free in the 
synovial cavity ; removal .—A man in the S. Lancs 
was struck in the outer side of the patella by shrap¬ 
nel, the wound being about an inch in diameter. 
The joint rapidly filled with fluid, but there was no 
evidence of infection, and his temperature scarcely 
rose above normal. An X-ray examination showed 
a shrapnel bullet free in the joint between the 
femur and the tibia. Tfiis was removed by a fresh 
incision on the inner side and the subsequent result 
was quite satisfactory. 

Shrapnel wound of the knee ; joint not opened ; 
concussion; synovitis .— On July 1st a piece of 
shrapnel struck the right knee of this patient, 
making a # large jagged wound on the outer side. 
Four days later the piece was removed, from the 
entry wound. The knee was full of fluid, the tem¬ 
perature being 102, but the joint was not infected. 
No bone was broken. The wound gradually 
closed, the fluid was absorbed, and on discharge 
there was a certain amount of movement, which 
promised to increase as the result of massage. 

Gunshot wound of the right knee; compound 
fracture of exteral condyle of femur; drainage ; 
septic arthritis ; result uncertain ; probably amputa¬ 
tion necessary later .—This man was shot on August 
19th, in the right knee. He arrived at the base on 
August 21st, when an X-ray photo showed a com¬ 
minuted fracture of the external condyle of the 
femur, and 2 pieces of metal, r in the patella 
bursa and a second in the joint. The wound of 
entrance was just over the external condyle of the 
femur. An operation was performed, the com¬ 
minuted condyle was removed, and the metal in 
the patella bursa extracted through the original 
wound. The other piece of missile was found to 
have passed through the posterior part of the cap¬ 
sule into the popliteal space. It was removed by 
an incision on the inner side of the joint. Irriga- j 


tion was carried out. The joint was drained for 
48 hours, the temperature rising to 102. He 
arrived in Brighton on September 3rd. It was 
then found that there was no discharge from the 
joint, which appeared to be quite closed. 

For about a month he seemed to be making 
very good progress, but at the beginning of 
October there were signs, such as starting pins in 
the joint, that septic arthritis had occurred. The 
outer wound, that of entry, was explored, and 
several large sequestra were removed. They were 
pieces of the shattered external condyle. The 
joint was incised on the inner side and found 
to contain pus. A large tube was passed right 
through the joint, and the cavity well irrigated 
with saline. It is extremely doubtful' whether it 
will he possible to save the limb. (Since writing 
the above, the condition of the joint has improved 
so much that there is every probability of saving 
the limb.) 

Rifle bullet wound of the knee joint; comminu¬ 
tion of the patella .—A rifle bullet entered the knee 
joint of this patient on July 1st on the centre of 
the inner side. The entry wound was quite small, 
but the exit wound on the outer side was of the 
explosive type. Two days later there was very 
considerable swelling of the joint, with profuse 
discharge of pus, and a temperature of 104. The 
joint was drained by enlarging the wounds on 
either side, a large tube was passed through, and 
irrigation with saline carried out. Although his 
general condition remained good, there was no 
improvement in the joint itself. It was again freely 
opened up and well drained, but with no improve¬ 
ment. The sepsis was not abating. Another 
operation was performed, and this time the patella, 
which was in fragments and necrosed, was dis¬ 
sected out. This has considerably relieved his 
pain, but I am afraid that as the sepsis has not 
been got under control after 4 months, the case 
will end in amputation. (Two months later, the 
condition of the joint is so much better, that the 
leg will in all probability be saved.) 

Shrapnel wound of the rignt knee .—This man 
was struck on July 27th, in front of the knee just 
internal to the inner border of the patella. The 
wound was quite superficial, and the shrapnel -was 
removed from the entry wound. There was some 
concussion synovitis, but this has all cleared up, 
i and there is now quite normal movement of the 
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joint in all directions. This case represents the 
simplest type of wound, and Js in contrast to the 
last described. 

The treatment of gunshot wounds of the ankle 
joint follows the general rules laid down ; the only 
point to which reference need be specially made 
is the method of drainage. If there is no bone 
injury, incisions, which should be of sufficient 
length, are made in front of both internal and 
external malleoli, and posterior incisions on each 
side of the tendo Achilles. A drainage tube is 
passed through from front to back of the joint on 
each side. If the bones are much injured and 
more free drainage is necessary, the astragalus 
should be removed. 

The following cases illustrate these points: 

Gunshot wound of the ankle joint; foreign body 
embedded in the astragalus ; astraga/ectomy. —This 
man was shot on June 4th by a piece of the 
driving band of a shell, which entered at his heel, 
and remained in the foot. An X-ray examination 
showed a well-marked tract behind and to the 
inner side of the lower end of the tibia, which 
passed through the joint and injured the tibia and 
fibula. The astragalus was split and there was a 
large piece of metal in it. The astragalus was 
removed with the foreign body, and the wound 
freely drained. On his discharge there was a 
slight amount of movement in the joint, and there 
was every reason to anticipate that massage would 
improve his joint condition. It has been found 
that the loss of function following astragalectomy 
is considerably less than would be anticipated. 

(I have recently seen this man again, and regret 
that his ankle-joint is stiff and in a condition of 
slight varus. His foot rendered him quite useless 
for the Army, and he was boarded out.) 

Gunshot wound of the ankle; lodgement and 
removal of metal; good recovery of movements .— 
This man ,was struck in the ankle, the metal 
entering the joint by a wound about £ in. in 
diameter, 1 in. below the external malleolus. The 
missile was removed 4 days later, the wound 
healed, and he left hospital with still some slight 
swelling of the articulation, but quite good move¬ 
ment. 

Gunshot wound of ankle .—The wound of entry 
was just above the internal malleolus, that of exit 
at the centre of the sole. There was effusion into 
the joint. Several loose pieces of bone were 


removed. When he left hospital the wounds were 
nearly healed, the joint was in good position, but 
was still very stiff. 

Gunshot wound of ankle ; perforation of os calcis . 

—This man was shot in the ankle, the wound of 
entry being about an inch below the external 
malleolus, and about f in. in diameter. Hie 
bullet was removed from the inner side about four 
days later by a fresh incision. There was some 
swelling of the ankle joint. Movements were fair. 

A month later the wounds were still discharging, 
but there was a good deal of swelling due to 
imperfect drainage. X rays showed a fracture of 
the os calcis, but no foreign body. The wounds 
were opened up, and a perforation of the os calcis, 
from side to side, found. The movements of the 
joint are quite fair. 

Gunshot wounds of the sluvilder joint. —The 
special points to which attention need be directed 
in connection with this joint is as follows; 

(1) Wounds of this joint are not nearly so serious 
as regards consequences as those of the knee. 

(2) It is often very difficult to find a foreign body 
in the joint, and the exploratory incision must be 
a large one. (3) Drainage is best obtained by free 
anterior and posterior incisions. (4) The triangular 
humerus splint is a good one to fix the joint, for 
it maintains the abducted position, the best if 
ankylosis ensues. (5) The head of the humerus 
should be removed if it is badly comminuted. 

The following are cases of injury by gunshot to 
this joint : 

Gunshot wound of the shoulder; secondary 
haemorrhage; ligature of the axillary artery; re¬ 
currence of bleeding ; amputation ; death . On 
August 3rd this man was struck by shrapnel in the 
left shoulder. The next day the wound was 
explored and drained. On admission it was 
deemed necessary to again explore. The head of 
the humerus was found to be badly comminuted. 
The wound was freely drained. A day or twa 
later secondary haemorrhage occurred, and this was 
treated by ligature of the third part of the axillary 
artery. Thirty-six hours later another haemorrhage 
came on, and the arm was at once amputated at 
the shoulder. The patient died almost before the 
operation was completed. It would undoubtedly 
have been better surgery to have amputated the 
limb at the first operation. Proximal ligature of 
arteries for secondary haemorrhage is not correct 



April, 1Q17. ’i GUNSHOT WOUNDS OF THE MAJOR ARTICULATIONS. IOJ 


treatment. “ This practice throughout the whole 
history of military surgery has been fraught with 
disaster.” (‘Memorandum of Treatment issued by 
the Consulting Surgeons with the Forces.*) The 
attempt to save a patient’s limb may cause him to 
lose his life. If secondary haemorrhage cannot be 
treated by ligature of the artery at the bleeding 
point, amputation, in the great majority of cases, 
is the only treatment left. 

Gunshot wound of shoulder; removal of foreign 
body .—This man was shot on July ist in the right 
shoulder,the missile entering the upper part of the 
back of the joint. Two days later some metal was 
removed. On admission a fortnight later, there was 
still a discharging sinus, and an X-ray plate showed 
more metal. I removed a large piece from the 
head of the humerus, together with two small 
pieces of bone. The after-progress till discharge 
was satisfactory. 

Non-penetrating gunshot wound of the shoulder ; 
concussion synovitis ; complete recovery .—This man 
was shot in the centre of the front of the shoulder, 
the entrance wound being quite small. X rays 
showed retained metal, which was removed. There 
was some synovitis of the joint, which disappeared in 
a fortnight, and left the movements of the articu- j 
lation free in all directions. 

J Found of shoulder joint; comminution of head of 
humerus .—This patient was shot through the 
shoulder, the top of the humerus being smashed. 

A large‘hole was tunnelled through the shoulder 
from front to back, and the wounds were septic 
and sloughy. Free drainage was established, and 
the patient did well, the position of the arm being 
good on discharge. 

Wounds of the elbow joint .—The usual procedure | 
of excision of the wound etc. is the correct method i 
of treatment. If free drainage is necessary the 
incision is best made on the outer side of the 
olecranon. Primary excision may be called for 
when the bones of the joint are much comminuted. 

If the joint does not drain well, and sepsis con¬ 
tinues, a secondary excision should be carried out. , 
Amputation in cases of wound of this joint is 
seldom necessary. The instances recorded below ! 
in which amputation was performed were either 
primary amputations on account of the severity of 
the injury, or secondary amputation for haemorrhage. 
The position of the arm in elbow cases is important. 
As ankylosis follows most septic wounds of the 


f joint, it should always be fixed at rather more than 
a right angle, this being the most useful position 
of the limb. 

I Gunshot wound of the elbow ; secondary hcemor- 
i rhage; amputation .—This man was shot on July ist, 
and the usual treatment was carried out, but on the 
tenth day after his injury secondary haemorrhage 
occurred and the arm was amputated, above the 
joint. 

Wound of the elbow joint ( non-penetrating ); con¬ 
cussion synovitis; complete recovery .—In this case 
there was a wound on the inner aspect of the elbow 
which did not penetrate the joint. There was 
effusion into the joint. The superficial wound was 
treated by saline dressings, and the arm fixed on a 
splint. A fortnight later the fluid had all dis¬ 
appeared, and there were complete and normal 
movements of the joint. 

Gunshot wound of the elbow joint ; primary ampu¬ 
tation .—A private in the Border Regt. was struck 
by a rifle bullet in the left elbow, the joint being 
smashed to pieces. Early amputation at the lower 
third of the arm was decided on, owing to the 
extent of the injury to the joint, and this was 
carried out by the circular method without flaps 
or sutures. The stump, which became very septic, 
the temperature rising to 103, was dressed with 
saline, and cleaned rapidly, the temperature falling 
to normal. It is probable that later on, owing to 
the contraction of the soft tissues, some bone will 
have to be removed, to enable a proper stump to 
be formed. 

Rifle bullet wound of the elbow ; ankylosis .—This 
This patient was shot on June 16 by a rifle bullet 
which entered on the outer side of the elbow joint 
and passed out cn the same level on the inner side, 
causing a comminuted fracture of the lower end of 
the humerus. The wound was explored and some 
fragments of loose bone removed. There was a 
good deal of suppuration with free discharge of pus 
from both wounds, the temperature being about 
ioo°. The arm was fixed in a metal gutter splint 
with interruption at the joint and dressed with 
saline. The end result was satisfactory consider¬ 
ing the serious nature of the injury, the joint having 
some slight amount of movement at the time of 
discharge from hospital. 

Non penetrating wound of the elbow joint; effu¬ 
sion .—On August 27th this man was shot on the 
inner surface of the upper part of the elbow joint. 
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the bullet making a merely superficial wound and 
not opening the articulation. The joint became 
full of fluid. The wound was treated by saline 
dressings and the joint kept at rest in a splint. 
When he left hospital there was fair movement in 
the joint and reasonable certainty that with massage 
and movements total range of movement would be 
restored. 

Shrapnel wound of right elbow .—This patient j 
was shot in the right arm, the missile passing j 
through the joint just above the olecranon from j 
the outer to the inner side. Four days later on j 
admission the elbow joint was much swollen, and [ 
there was considerable oedema of arm from shoulder 
to wrist. This subsided with fomentations, and 
now there is considerable purulent discharge from 
both wounds, with stiffness of the elbow which 
will probably be permanent. 

There are very few special points in connection 
with gunshot wounds of the wrist. For cases of i 
infection of the synovial membrane free drainage i 
and removal of any injured bones are required. 

Gunshot wound of the wrist; foreign body in 
scaphoid; not removed .—This man was shot in the 
right wrist, the metal entering in front of the radial 
side. X-rays showed a piece of metal embedded 
in the scaphoid. As this seemed to be doing no j 
harm, it was left. The wound soon healed, but I 
the wrist, remained swollen and stiff. Massage was | 
ordered, and on discharge there was fair movement. 

Shrapnel wound of wrist; fracture of os magnum; 
removal of foreign body ; recovery with good move - j 
merits .—This man was shot in the centre of the i 
front of the right wrist, the bullet remaining in the 
joint. He was operated on the next day. The 
missile was not found. He was then X-rayed, 
and it was found that the os magnum was frac- ! 
tured and a piece of metal was in the joint; this j 
was removed. He left hospital with fair movement 
in the joint, which was improving under massage 
and movements. 

Gunshot wound of wrist; metai extracted . good 
recovery. —'This patient was shot on the outer 
aspect of the wrist, the metal penetrating only a 
short distance and being extracted from the wound 
of entry. On discharge there were good move¬ 
ments with the promise of perfect recovery under 
massage, etc. 


TRAUMATIC ASCITES. 

By J. ELMSLY MITCHELL, M.D.Aberd., 
West Hartlepool. 


Into the ofttimes monotonous routine ot general 
practice comes, at intervals, a case commonly 
described as interesting, which calls for discussion 
and adds to the zest of medical life ; the keener 
the brain, and the sharper the eye, the more 
frequently do these cases come under notice. 
The following is interesting from many points 
of view. 

A soldier, aet. 27 years, was admitted to hospital 
complaining of abdominal pain and sickness of 
48 hours’ duration. He had been playing football 
on the previous day, and a player had kicked him 
in the right side on the ribs just over the liver. 
The shock of the blow caused him faintness at the 
time, but this soon wore off, and he walked home 
to his billet, a distance of two miles. As pain was 
present, he was sent to the local voluntary aid 
hospital, where he was kept two nights, and then 
sent to the civilian hospital. He had no previous 
illness of any note, and his family history was 
excellent. He was temperate in tobacco and 
alcohol, and denied venereal infection. 

On examination there was an urticarial rash all 
over the body, well marked on the arms and legs. 
The breath was foul and the tongue coated with a 
white, thick fur. Temperature ioo°, pulse 126. 
Pupils equal and reacted normally. Chest normal. 
No bruise was seen on the surface at the point of 
the trauma, and the ribs were uninjured, nor could 
any friction be detected over this area by the 
stethoscope at any lime. As to the abdomen, 
respiratory movements were free, except in the right 
hypochondrium, where a slight but distinct im¬ 
pairment of movement was noticed. In the hepatic 
region there was pain with marked tenderness on 
percussion. Soon after admission, he vomited 
some mucus, and complained of nausea when 

disturbed. 

1 

As no lesion requiring immediate operative 

! interference was anticipated, colon flushing with 
warm water and bicarbonate of soda (a drachm to 
a pint) was practised, and calomel gr. iii adminis¬ 
tered by the mouth in divided doses of a grain per 
hour. Throughout the first night there was much 
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restlessness. Next morning the rash had almost | 
disappeared, the pulse and temperature coming i 
down ; the nausea and pain were still present. ! 
Albumen water and plain spring water were given ; 
by the mouth, and gastric lavage performed j 
once. 

Examination of blood and urine was negative. 
Pain, tenderness, and nausea disappeared in a 
couple of days, more generous feeding was 
allowed, and, his condition being regarded as 
satisfactory, patient was sent back to the military 
hospital a week after admission. 

He returned, however, in 7 days’ time, being 
sent in urgently for operation. He stated that 
shortly after leaving the hospital he had felt the 
old pain in the hepatic region, and two days before 
readmission his abdomen had begun to swell. 

An examination showed one or two points of 
note. His face had a pinched “ abdominal 
look he was anxious, though not in much pain. 
The tongue was slightly coated, the bowels con¬ 
stipated. 

There was distinct tenderness over the liver 
and over the spleen, whilst pain was complained 
of in both regions. The abdomen was greatly 
distended, the skin being tense and shiny, showing 
that the enlargement had been rapid (37 in. round 
the umbilicus), and a leash of superficial dilated 
veiqs was marked from the umbilicus well up the 
right side of the chest. The enlargement was 
readily found to be due to free fluid in the peri¬ 
toneal cavity. In fact it was a typical ascites of 
very rapid onset. Pulse over 100, temperature 
normal. Blood and urine examination negative, 
the latter being scanty. Wassermann reaction 
negative. Cereal gruels, mild diuretics (citrates), 
and purgatives were administered, and hot fomen¬ 
tations were applied over the abdomen, especially 
ovej the tender areas. This treatment was con¬ 
tinued for 3 days, when the ascites began to get 
less, the first sign to disappear being the enlarged 
veins. 

Pain and tenderness in the hepatic and splenic 
regions remained lor x^ver 10 days ; no definite 
enlargement of these organs could be made out 
by the usual tests. It may be noted that on the 
second day after readmission blood was present in 
the stools and a trace lor a day or two afterwards. 
There was no'vomiting of blood at any time, but 
nausea was present as previously. 


It was remarkable to notice the quick diminution 
of the abdomen, $ in. being noted each day. 

At the end of 14 days all the various manifesta¬ 
tions had disappeared, the abdomen returning to 
its normal 27 in. at the umbilicus, and at the end 
of 3 weeks he was discharged from hospital. 

; I think it will be conceded that the case is one 
I of traumatic ascites due to a temporary portal 
1 obstruction. In the absence of a necropsy, care 
| must be taken before arriving at such a conclusion, 
for a blow might suddenly lower peritoneal resist- 
1 ance and enable *a real cause to produce its effect 
sooner than it otherwise would. Rolleston 
(‘ Diseases of the Liver’) records such a case, in 
; which ascites rapidly followed a radical cure of 
1 hernia. At the necropsy cirrhosis of the liver was 
| found to be present. 

I Cirrhosis of the liver, taking into account the 
patient’s history and general condition, did not 
seem to me to be worth considering. 

I believe that the pain and tenderness in the 
region of the spleen pointed to congestion and 
slight rapid enlargement of that organ, which would 
occur in portal obstruction. 

Here then we have certain clinical features of 
portal obstruction present, viz., ascites, splenic 
enlargement, bowel haemorrhage, slight general 
toxic condition, dilatation of superficial abdominal 
veins. To account for the portal obstruction one 
might suggest partial portal thrombosis, the latter 
being known to follow a trauma (Heller, Langdon 
Brown). Perhaps, what is more likely is a localised 
slight peritonitis in the vicinity of the portal vein. 
With the more active life outside the hospital, the 
slight adhesions may have caused traction and com¬ 
pression of the vein, as has been recorded in the 
case of portal thrombosis (Frerichs’ ‘ Diseases 
of the Liver ’), and thus brought on the unusually 
rapid formation of the ascitic condition. 

“Tapping ” was not performed, as the influence 
of the other medical means was to be observed 
early. The citrates were given not only from the 
point of view of their aiding diuresis, but also with 
the idea of reducing the coagulability of the blood 
and preventing the extension of the process of 
thrombosis. The results of the treatment were 
satisfactory. 
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INJURY TO THE EYE, COMPLICATED 
WITH ABSCESS OF THE BRAIN AND 
TERMINATING FATALLY. 

By G. VICTOR MILLER, M.D., 

Ophthalmia and Aurai Surgeon to the Stockton and 
Thornaby Hospital and North Ormesly Hospital 
Middlesborough. 

A boy, jet. 9 years, when playing football on 
Saturday, November 4th, 1916, fell down. Whilst 
lying on the ground he received a kick from 
another boy over the right eye. He was dazed by 
the force of the blow, but was not rendered uncon¬ 
scious. He walked home aud there had his eye 
bathed. His parents continued this treatment 
until the morning of Tuesday, November 7th, 1916, 
when they decided to take him to the Stockton 
and Thornaby Hospital, as his eye did not seem 
to be progressing favourably. The patient walked 
into the out-patient department at 10*30 a.m. on the 
7th, and was seen by the house surgeon. On exami¬ 
nation the right upper and lower eyelids were seen 
to be markedly swollen and dark-coloured due to j 
effusion of blood. There was a small laceration of ! 
the upper lid at the inner canthus and there was a j 
slight exudation of pus from beneath the upper lid ; 
at its inner end. The eyeball itself seemed uninjured 1 
and the patient was able to see quite well with it. 
Both pupils were dilated, equal, though sluggish 
in reaction to light. He did not complain of 
pain in the eye and there was no subconjunc¬ 
tival haemorrhage. His general condition seemed 
fair, and he spoke quite clearly and rationally and 
did not exhibit cerebral symptoms of any kind. 
He was admitted to the childrens’ ward about 
10*45 a - m - same day. His temperature was 
97*6° F., pulse 120, respirations 26. At 4*30 p.m. 
he was seen by me. The effusions into the lids 
was very marked. The inner end of the upper lid 
was torn from its attachment. The eyeball seemed | 
rather proptosed and fixed, its movement in all * 
directions being very limited. The child appeared 
to be ill, was pale and restless and evinced a defi¬ 
nite dislike to being disturbed. The eye was 
bathed with mercury perchloride lotion (1-6000) a , 
drop or two of atropine instilled and a light dressing 
placed over the eye and fixed with zinc plaster. 
The boy answered questions intelligently, and I 


i certainly did not anticipate a rapid and fatal 
termination. At about 5*30 p.m. one hour after 
seeing him, the patient became delirious and got 
out of bed twice. At 6 p.m. he became uncon¬ 
scious. The temperature rose to ioo° F., the 
pulse became uncountable and he exhibited Cheyne- 
Stokes breathing. He became very rapidly worse 
and died at 6.30 p.m. the same day ; that is, about 
8 hours after admission. 

Autopsy .—On removing the brain it was found 
he had a fracture of the os planum of the ethmoid 
on the right side and also a fracture of the cribri¬ 
form plate of that bone. The end of a pair of 
forceps could be passed from inside the skull down 
through the opening in the cribriform plate to the 
opening in the os planum. The opening in the 
cribriform plate was considerably larger than that 
in the os planum. In addition there was an 
l abscess affecting the anterior inferior surfaces of 
the frontal lobes of the cerebrum. There was a 
quantity of markedly yellow pus and a lot of thick 
sanguineous material typical of pus in the early 
stages of formation. The whole necrotic and 
purulent area was about the size of a tangerine 
orange. No cerebral haemorrhages were seen. 
He had evidently received a violent blow from a 
boot ; which probably had a metal toe plate, such 
as is often worn by the poorer classes. Some dirt 
also had evidently been conveyed to the seat of 
fracture, thus giving rise to the acute infection and 
rapid fatal termination. 

Death of a Child during Suspension Laryn¬ 
goscopy. —Turner reports this case : A female 
infant, aged 2 h years, had undergone frequent 
reintubation for diphtheria during a period of 
nine weeks. One month after discharge from 
I hospital severe dyspnoea recurred and she was 
submitted to suspension laryngoscopy under anaes¬ 
thesia, after preliminary injection of \,, grain 
of atropin. Respiration ceased immediately upon 
introduction of the tongue spatula This was 
removed at once and artificial respiration instituted, 
but without effect. Tracheotomy was rapidly per¬ 
formed and artificial respiration again resorted to, 
but without success. The right vocal cord had a 
somewhat uneven outline, and the mucous mem¬ 
brane beneath it was cedematous .—Amer Journ . 
i of Med. Sci ’., p. 148. 
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THREE LECTURES 

ON 

THE TREATMENT OF DIABETES 
MELLITUS BY ALIMENTARY 
REST (THE “ALLEN ” 
TREATMENT).* 

By O. LEYTON, M.D., D.Sc., F.R.C.P., 

Physician to the London Hospital. 


Lecture III. 

Gentlemen, —At our last meeting we discussed 
the method of finding the optimum diet for any 
patient sulTerin^ from diabetes mellitus. You 
must impress upon your patients that not only 
must tt ey adhere to the diet, but, in addition, 
they must have a fast or semi-fast day once a week. 
It is not possible to make a hard-and-fast rule to 
guide you in deciding whether beef-tea only or 
half rations should be ordered, roughly the more 
severe the condition the more advisable a complete 
fast. 

In the past diabetic patients were advised to 
take as little exercise as possible. I imagine 
that this was due to the fact that exercise 
frequently reduces weight and too much importance 
used to be attached to the weight* of the patient. 
Evidence is accumulating that moderate exercise 
is beneficial and permits an increase of carbohydrate 
in the diet without the return of sugar in the urine. 
Activity of the muscles assists oxidation of carbo¬ 
hydrates. The form of exercise is of some impor¬ 
tance, it should not be so violent as to cause distress 
or even breathlessness, nor should it be tedious 
# and prolonged such as walking. Perhaps mild 
double lawn tennis and slow cycling might be 
suggested as suitable forms. The patient should 
be ordered to take less carbohydrate on those 

# Delivered at the London Hospital. 
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days upon which he is unable to take Jiis accus¬ 
tomed exercise. 

It is my duty to warn you ’against any so-called 
“modified Allen treatment.” The cases which 
have given me the greatest anxiety and trouble 
had been submitted to a modified treatment before 
they came under my care. Possibly in the near 
future an improvement in the Allen treatment may 
be devised, and if it is of a less drastic nature 
and does not strain so severely the self control of 
the patient, it will be hailed with delight by all. 

The modifications which I have met up to date 
appear to me to possess most of the disadvantages 
and none of the advantages of the original treat¬ 
ment. As a rule the physician supervising the 
treatment which' it pleases him t-> designate a 
modified Allen treatment, has failed to grasp the 
most important feature of the treatment: the 
alteration in metabolism produced by alimentary 
rest. Any one associating the name of Allen with 
a treatment which does not lead to the disappear¬ 
ance of sugar from the urine maligns Allen. 

It is very doubtful whether the patient derives 
any benefit by being starved for a short time and 
then placed upon a progressive diet if during the 
whole procedure he is passing sugar in his urine. 
Many beljeve that a treatment of that kind does 
harm. 

Either carry out the treatment in its entirety or 
do not attempt it. Please do not interpret this 
statement that whenever a patient has begun a 
period of alimentary rest it must be continued 
until the urine is free from sugar and that whatever 
happens food must be withheld until this is 
attained. 

Several signs may indicate that the fast should 
be terminated ; amongst these are progressive aci¬ 
dosis, diarrhoea, exhaustion, and mental symptoms. 
Because a single period of alimentary rest which 
had to be cut short did not succeed in making 
the patient sugar-free do not be disheartened. 
Give small quantities of protein, carbohydrate, and 
cellulose for two or three days and then repeat the 
alimentary rest. On rare occasions several alterna¬ 
tions of food and rest may be required to render 
the patient free from sugar. Do not be satisfied 
until you accomplish this. 

When a patient is very emaciated and views with 
horrcr a prolonged fast it may be wise to adopt 
this plan even if there are no other signs indicating 


the inadvisability of a long period of alimentary 
rest. Do not be discouraged easily. Perseverance 
frequently succeeds. To illustrate this let me 
relate to you a recent experience in a somewhat 
different field of medicine. 

A case of pernicious anaemia was under my care; 
all the recognised treatments had been tried 
without benefit, and it was obvious to all who saw 
the patient that dissolution was approaching. After 
due deliberation I decided to give massive injec¬ 
tions of human blood, taken from donors of the 
same blood-group as the patient. The first six 
transfusions were given at intervals of four days* 
the patient continued to go downhill, and there 
was a tendency for all connected with the case to 
lose hope and interest. Since I was not acquainted 
with any other treatment which was more likely to 
do good (nor could I learn of any on making 
inquiry) I decided to continue the transfusions at 
shorter intervals. After nineteen transfusions the 
patient improved sufficiently to permit splenectomy 
being performed and is on the high way to normal 
health. 

When no alternative method can save life you 
must recognise that the abandonment of the treat¬ 
ment means the death of the patient, and therefore 
you must be influenced by the most • cogent 
reasons only and not listen to minor complaints. 
As your experience of the treatment grows and 
your results become better and better you will feel 
it your duty to use the most powerful arguments 
you possess not only to induce patients to consent 
to submit to the treatment, but also to make those 
persist who have begun and wish to relinquish it 
before they have felt the benefit. I have seen 
suggestion transmute a passive antagonism into an 
active collaboration when opposition has developed 
after consent to the principle has been given. As’ 
a rule it is a mistake to allow the patient to be 
j influenced by relatives and friends. Minute detail 
occasionally plays an unexpected rdle . Possibly 

Qne of a physician’s most valuable assets is a judg¬ 
ment which will permit him to estimate almost 
instantaneously the sense of humour possessed by 
his patient. 

A young man in the civil service was submitted 
to treatment by alimentary rest. He was of a 
querulous disposition and spent most of his time 
in the home complaining. Amongst the complaints 
was that his doctor showed no sympathy* he 
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deprived him of food, and- appeared not to mind 
or be sorry. The nurse replied that she knew that 
his doctor was a great actor and disguised his 
feelings whilst with his patients and said that she 
was quite certain that he wept for hours at home 
for every patient to whom he could not allow a 
a pound of chocolates daily. Although I can 
sympathise with this misplaced humour it was 
unwise and led to considerable suffering. 

Before attempting to estimate the value of the 
treatment I must point out the difficulty in arriving 
at a conclusion. It is only when the course of a 
disease is well known and not very variable that 
any form of treatment can be appraised rapidly. 
The innumerable remedies for diabetes mellitus 
which have come into temporary fashion are 
fairly good evidence that the course of the 
disease is variable. The drug has been adminis¬ 
tered in a case - which has done well and 
immediately the improvement has been attrib¬ 
uted to the drug and the fact that spontaneous 
improvement occurs from time to time has been 
completely ignored. In my opinion this is the 
explanation of the temporary success of diastase, 
calcium iodide, yeast, and uranium salts. The 
unusual cases I am going to refer to must be taken 
nto consi derationwhen determining the efficiency 
of a treatment and must make one hesitate in 
drawing conclusions from a short series. 

About 8 years ago I was asked to see a woman 
of 50 whose paternal and maternal relatives had 
died from diabetes, six in all. She complained of 
thirst and hunger and had wasted rapidly during 
the last few weeks. The urine was found to con¬ 
tain 6 per cent, sugar. She was a distant connec¬ 
tion, and yielded to my request that I should not 
be her medical adviser. She consulted several 
men of medical renown and gathered the advice 
to go home, make her will, and restrict her diet to 
one free from carbohydrates. She took objection 
to this advice, saying that it was contradictory; if the 
restricted diet was going to prolong her life there 
was no reason for her to make her will; if it was not 
going to prolong life, why should she deprive her¬ 
self of one of the few pleasures remaining to her. 
She adopted the first part of the advice, made her 
will, and ate and drank whatever she liked. Six 
years later she died from pu^nonary tuberculosis. 

Six years ago a youth, aet. 17 years, consulted 
me because he was so thin. His father refused to 


go out with him, because if they ever met any 
friends he was chaffed by the accusation that he 
starved his son being hurled at him ; this he dis¬ 
liked. The boy had sugar in the urine. A 
modified diet allowed him to gain two stone in a 
year. He is now an officer in Egypt. 

I am acquainted with 3 diabetic patients who 
have passed through the stage of coma and made 
almost complete recovery. The first was a woman, 
aet. 54 years. When I saw her in consultation 
with her practitioner she was in deep coma, and 
therefore we discussed the advisability of giving 
an intravenous injection of sodium carbonate 
solution, expecting it to lead to a temporary return 
of consciousness. We thought it wise to ask the 
husband to decide after explaining to him that the 
result was, as a rule, evanescent. The husband’s 
view was that if the return to consciousness would 
be for a short time only the scene would be har¬ 
rowing and preferably avoided. No infusion was 
given, but the patient gradually improved, and I 
heard a short time ago that she is as well as ever, 
still passing sugar, since she will not consent to 
the Allen treatment. 

There is still another fallacy. In quite a number 
of cases sugar suddenly disappears from the urine 
without any apparent cause. I am under the im¬ 
pression that this is much commoner in the young 
than in the elderly. I remember having under 
observation for a long time a youth who used to 
pass 7 per cent, sugar in his urine, one day and 
upon the next, without any alteration in diet, the 
urine would be free from sugar. All reasonable 
sources of error were excluded. In a case in 
many respects similar, in a girl, aet. 13 years, sugar 
went and came without any cause which we were 
able to recognise. Unfortunately opportunity has 
not offered for examining the percentage of sugar 
in the blood in these remarkable cases.' These 
cases, as far as I know, develop into severe cases 
in due course. Their bearing upon- the cause of 
the disease may prove of interest. Allen at one 
time held that diabetes mellitus was a weakening 
of metabolism, and suggested that it might assist 
some to understand the condition by likening it to 
a weak digestion. I recognise that any statement 
made by Allen has had much thought spent upon 
it, and therefore feel considerable hesitation in 
offering criticism. Cases of the type just referred 
to are not easily explained on the assumption that 
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the condition is a weakening of metabolism, but 
seem to point towards it being due to some sudden 
, alteration in the function of a gland, and is in 
some ways analogous to that which occurs in acute 
Grave’s disease. . 

If the treatment by alimentary rest were a cure 
there would be no difficulty in estimating its claim; 
but Allen is most careful to impress upon all that 
his treatment is not a cure, but that with it better 
results are obtained than with any suggested in the 
past in that the patient is rendered free from sugar 
and is provided with a diet of sufficient energy to 
maintain or slowly increase his body weight. 

I do not wish to tire you by relating in detail a 
large number of cases differing only slightly from 
one another, all resulting in the patient leaving the 
hospital on a diet of over 2000 Calories.with urine 
free from sugar and ketones. It might appear 
simplest to group the cases into three classes of 
low, medium, and high carbohydrate tolerance. 
There is, however, an overwhelming objection to 
this, one which throws a powerful light upon the 
error of the old-fashioned treatment of diabetes 
with unlimited protein and fat. For instance, one 
of the patients had a carbohydrate tolerance of 
over 70 grm., which would have allowed him 5 oz. 
of white bread if he had taken all the carbohydrate 
in that form ; but his tolerance for other food 
stuffs was low, the fat tolerance was under 100 grm., 
so that the total energy of his diet was quite low. 
Any increase in fat led to a return of sugar in the 
urine with the same certainty as an addition to the 
carbohydrate or protein. In spite of the diet being 
of low energy* value the man was able to maintain 
his weight and carry on his work. I think that it 
is wiser to divide the cases into classes with a 
fairly good, medium, and poor metabolism, con¬ 
sidering the energy value of the diet rather than 
the relation of its component parts. r | 

I^et me give you details of an average case : 

A boy, aet. 14 years, had passed sugar in the 
urine for 6 months and had been subjected to 
treatment by alimentary rest before he came under 
my care. The treatment had been abarfdoned 
and the parents informed that he could not live 
very long. He was given a diet poor in fat for 
two days; beaf-tea, tea, and coffee for 3 days, and 
then, since the urine had been sugar-free for 
24 hours, placed upon the progressive diet 
described in the last lecture. He went through j 


to the fifteenth day without any return of sugar, 
and on that diet expressed himself satisfied and 
free from hunger. He asked whether he might 
bicycle when he went home, and was given per¬ 
mission with a limit of 5 miles for the present. 
He was able to add two ounces of bread to his 
diet before glycosuria reappeared. The necessary 
fast day followed the appearance of glycosuria and 
the permanent diet was fixed. He takes an ounce 
of white bread a day with the allotted quantity of 
potato and vegetables, eggs and meat. He is 
gaining weight; of course, young subjects must 
gain weight, although adults often remain at the 
same weight. 

There is no reason why this youth should not 
live a normal life indefinitely if he perseveres in 
the diet which he can metabolise. The error 
made by his earlier medical adviser was ■ that 
vegetables containing too high a percentage of 
carbohydrate were ordered, so that when the 
carbohydrate limit was not overstepped the bulk 
of the food was insufficient to satisfy the patient 
and the pangs of hunger drove him to consume a 
pound of Devonshire cream, which led to the 
immediate return of sugar in the urine. 

Many patients are able to take a larger amount 
of carbohydrate, even over 100 grm. daily, which 
would represent over 6 oz. of white bread. 
A young woman, aet. 22 years, remained free from 
glycosuria on the following diet, although she had 
been passing 4 per cent, sugar in the urine for 
18 months whilst on a strict antidiabetic diet of 
the old type : 

Breakfast .—Cup of cocoa with a tablespoonful 
of cream. Two rashers of bacon, an egg, one 
ounce of dry oatmeal cooked, one ounce of cream, 
half an ounce of white bread, and a quarter of an 
ounce of butter. 

Dinner .—Two ounces of lean cooked meat, one 
ounce of fat, 4 ounces of a vegetable containing 
not more than 10 per cent, carbohydrate. 

Tea .—A cup of tea, half an ounce of cream, 
half an ounce of white bread, and a quarter of an 
ounce of butter. 

Supper .—A plateful of clear meat broth, two 
ounces of lean meat, one ounce of fat, two ounces 
of potato or macaroni. Two ounces of vegetable, 
such as cabbage, or celery. Half an ounce of a 
pudding containing not less than 50 per cent, 
j water. One small grape fruit. 
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It cannot be much hardship to keep to a diet 
of this type, although it must be trying to weigh 
the food. 

The very mild cases do not come under treat¬ 
ment. If a slight modification in the diet leads 
to disappearance of sugar from the urine, the 
patient does not feel inclined to submit to the 
treatment, and provided there is no evidence of 
ketonuria, I do not urge the patient to do more 
than examine the urine for sugar every week and 
return if it appear. Of course, all cases of this 
type occur in people over 50. 

The selection of an example amongst the very 
severe cases is not easy, because so many of great 
interest have been under my observation I shall 
compromise by giving you an outline of two 
cases. 

W. P—,aet. 26 years, was wounded at. Armentieres 
in December, 1914, but before leaving* England 
he had noticed that he was very thirsty and drank 
a lot of water. Whilst in France he had to leave 
the trenches at short intervals in order to pass 
water. Shortly after reaching hospital for treat¬ 
ment of his wound diabetes mellitus was diagnosed. 
He was admitted to the London Hospital under 
the care of a colleague February 21st, 1916. 

His weight was 8 st. 11 lb. 14 oz. The volume 
of urine passed daily occasionally exceeded 7 pints. 
The s.g. on one occasion was 1050 and always 
over 1040. The highest percentage of sugar 
recorded was 10 9. The large amount of aceto-acetic 
acid and acetone in the urine contraindicated a 
carbohydrate free diet, and my colleague gave 
orders to put him on a diet poor in carbohydrates. 
During the first 6 weeks in the hospital he lost 
rather more than 6 lb. in spite of taking a diet rich 
in protein and in fat. After a further 3 lb. had 
been lost the case was considered hopeless, and 
upon my request transferred to my care. On the 
day of the transfer the urine contained 10 9 per 
cent, of sugar. 

At that time I was not in the habit of ordering 
a preliminary fat-free diet and therefore he began 
the period of alimentary rest immediately. The 
sugar fell to 6*9 per cent, on the following day, 
then to 3’1 per cent., and on the fourth day the 
urine was free from sugar. The progressive diet 
had been in operation for 3 days when sugar 
returned. Thirty-six hours 7 fast led to its dis¬ 
appearance again. The carbohydrate in the food 


was kept to 12 grm. per diem, whilst the protein 
was raised to 50 grm. This was found to be the 
protein limit, any increase led to a return of sugar 
in the urine exactly the same way as an increase of 
carbohydrate. Fat was gradually increased to 
200 grm. The patient’s weight remained in the 
region of 8 st. The last time I saw him was the 
middle of February, 1917, when he told me that 
he was remaining free from sugar and at light work. 
Although .he felt hungry at times, life .was quite 
enjoyable. He had gained 5 lb. I found the urine 
free from sugar; it gave no colour reaction with 
ferric chloride. 

I consider this a severe case because of the great 
emaciation, the 'distinct acidosis, and the limited 
metabolism which led to glycosuria if any of the 
food stuffs was increased. 

A young officer developed sudden thirst whilst 
stationed in a hot climate and therefore did not 
attribute this to any disease. When he found that 
it was a great exertion to walk he consulted the 
medical officer, who had no difficulty in making a 
diagnosis. He was sent to London and placed in 
a military hospital, where the old-fashioned treat¬ 
ment was applied, which led to the sugar falling to 
1 per cent., whilst in spite of this the man wasted 
rapidly. 

When I first saw-him it was difficult to under¬ 
stand how he could walk, because not only was 
there no fat upon him but his muscles appeared to 
be absent. He possessed a self-control and an 
intelligence far beyond the average and made up 
his mind to fight for an existence. A compara¬ 
tively short period of alimentary rest led to the 
complete disappearance of sugar, but his carbo¬ 
hydrate limit was found to be 8 grm. The protein 
limit, too, was comparatively low (42 grm.), whilst 
if he took more than 80 grm. of fat glycosuria 
returned. The total energy in the food was there¬ 
fore less than half that required to maintain his 
weight. Fortunately, he could take 4 oz. of 
whisky, which materially added to the energy sup¬ 
plied. From time to time an increase in the food 
was attempted, always resulting in a return of sugar, 
j occasionally necessitating a fast of 60 hours. After 
j many months he consented to come into hospital, 
j and since he had for a short time previously been 
indulging in rather more food it took 4 days for 
him to become sugar free. On trying the progres¬ 
sive diet it was found that his metabolism had 
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improved, and although he was not able to take 
more carbohydrate or protein the quantity of fat 
could be increased to 150 grm., which has been 
still further increased, so that he has now reached 
a stage in which he is slowly gaining weight whilst 
remaining free from sugar and ketones. 

If it were not too tiring I could give you histories 
of quite a number of cases which have appeared to 
be hopeless and have reached a condition which 
allows them to enjoy life. A large proportion of 
my cases have been in young people under 25 years, 
but none younger than 14. I attribute this to the 
fact that the majority of medical men have so firm 
a conviction that ttyere is nothing to be done for 
diabetes in the very young that they have not taken 
the trouble to refer them to me. I trust that that 
fallacy will be corrected soon and an attempt made 
to prolong the life even of the youngest. The 
results in young people have been better than in 
those over 40. 

Failures. 

It would be no easy matter to enumerate every 
cause of failure. In all probability a few patients 
who come under treatment after several years of 
unlimited protein diet have so profound an altera¬ 
tion in their metabolism that alimentary rest does 
not lead to’ appreciable improvement; in many 
ways they are similar to an animal from which the 
whole pancreas has been removed. Even the 
most skilful will fail to find a diet for these which 
will allow them to remain sugar-free and receive 
enough energy to maintain life. But these cases 
are extremely rare and many which you may think 
belong to this class when you first adopt the Allen 
method you will find later amenable to treatment. 
Just as the mortality from a serious operation is 
less in the hands of the experienced and skilled, so, 
too, are the results better when experience has 
been obtained and the importance of detail and of 
perseverance has been recognised. The physician 
should realise that it is his personal failure when a 
patient relapses who has been rendered sugar-free 
and placed upon a sufficient diet. Transferring the 
onus to the shoulders of the patient is dishonest. 
It is not always possible to persuade even suitable 
cases to undergo the treatment ; the individual 
who prefers a short life and a merry one, provided 
he has no dependants, has as great a right to adopt 
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the treatment which pleases him most as to commit 
suicide. 

T*he records at the Registrars office of the 
London Hospital are of interest. I ought to 
remind you that only severe cases are admitted, 
and therefore the results may not compare favour¬ 
ably with those of observers who limit their prac¬ 
tice to the wealthy, and include mild conditions of 
the disease. In 1916 the London Hospital 
acquired a reputation in the treatment of diabetes 
mellitus which led to an extra number of hopeless 
cases in coma being admitted. 

Of the 66 cases 39 were treated by alimentary 
rest, and of these 29 are recorded as leaving the 
hospital sugar-free and upon a diet in the region of 
2000 calories. Of those treated by other methods 
3 left sugar-free. In 1913, before the Allen treat¬ 
ment was adopted by any of the physicians at the* 
hospital, 66 cases of diabetes were admitted and 
the notes record that in one single case “sugar 
disappeared.” 


Pye’s Surgical Handicraft. Seventh Edition, 
Bristol: John Wright & Sons, 1916. (Demy 
8vo, pp. 630, 11 plates, 336 figures. 15 s. 
net.) 

A seventh edition is confirmation, if such were 
required, of the continued popularity of a book 
which for 32 years has served as a reliable guide 
and a handy reference book in emergencies. 
Though much amplified and brought up to date, 
it retains its well-known features, especially in the 
wealth of its illustrations. The new edition has 
been edited by Mr. Clayton-Greene, while Dr. 
Harrison Orton is responsible for the chapter on 
X-rays. The special branches including eye, ear, 
throat, and dental surgery have been revised. 
There is an excellent chapter on syphilis and 
gonorrhoea, under which the recent advances in 
diagnosis and treatment are dealt with by Mr. 
Alex Fleming. The treatment by salvarsan, its 
contraindications, dangers and dosage, are fully 
dealt with. In the local treatment of gonorrhoea 
he suggests 1 per cent, injections of protargol and 
of nargol, except in the most acute cases, while 
internally hexamine is recommended in combina¬ 
tion with citrate of potash and tincture of hyos- 
cyamus. To house surgeons the book will con¬ 
tinue to be the favourite vadc mecum, and equally 
so to the practitioner who undertakes minor 
surgery. 
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DIFFUSE CARCINOMATOUS AND SARCO¬ 
MATOUS INFILTRATION OF VISCERA, 
SEROUS MEMBRANES, AND 
BONE-MARROW: 

WITH A NOTE ON “ LARtxE CLEAR-CELL ” 
PERMEATION OF ORGANS. 

By F. PARKES WEBER, M.A., M.D., 
F.R.C.P.Lond. 

Diffuse Carcinomatous Infiltration of 
Viscera. 

The patient,* Mrs. M. B—, aet. 57 years, was 
admitted to hospital on March 14th, 1916, and 
died on March 22nd, 1916. She had a tumour 
on the left side of the lower jaw, and during the 
last two days of life there was considerable fever 
and the respirations were 36 to 40 per minute. 
On the last day she was more or less coma¬ 
tose, and had recurrent epileptiform convulsions, 
some of which were more marked on the right 
side of the body than on the left. The blood, 
examined shortly before death, showed marked 
polychromatophilia, but no decided anisocytosis 
or poikilocytosis; there seemed to be some 
excess of large mononuclear white cells; no 
nucleated red cells were seen. The urine on ad¬ 
mission was of specific gravity 1015, acid, and free 
from albumin and sugar; later on it contained a 
little blood. I am greatly indebted to Dr. H. 
Schmidt for his kind help in connection with the 
pathological examination of this case. 

The post-mortem examination showed, besides 
the tumour of the lower jaw, the presence of new- 
growths in the liver, both suprarenal glands, one 
ovary (a very minute nodule — microscopical 
examination), some abdominal lymphatic glands, 
the bone-marrow of the cancellous tissue of the 
head of the left humerus (the only long bone 
examined), and on the internal aspect of the roof 
of the skull. In the brain itself nothing special 
was noted, but there was a condition of the cranial 
dura mater which I at first (by naked eye examina¬ 
tion) supposed to be one of chronic internal pachy¬ 
meningitis, but which subsequent microscopical 
examination proved to be the result of diffuse 
carcinomatosis of the dura mater. In the lungs 
there was a change which macroscopically and to 
the touch somewhat resembled acute miliary 
tuberculosis, but which, in the absence of every¬ 
thing else pointing to tuberculosis, I thought must 


be the result of “ terminal ” pneumonia. However, 
microscopical examination (see further on) showed 
that it was due to diffuse carcinomatous infiltration 
of the lung. 

The carcinoma was of a glandular (tubular) type, 
as is well shown by sections of the infiltrated lung 
tissue (Fig. 1), but it is not quite clear where the 
primary growth was. The point, however, to 
which I wish to draw special attention is the 
diffuse infiltration of the organs with (the columns 
and tubules of) the cancer cells. Fig. 1 shows a 
piece of lung typically infiltrated in that way. 
The cancer tubules are mostly clustered about 
the blood-vessels in the inter-alveolar connective 
tissue, and have given rise to a considerable 
amount of reactive (inflammatory) small-cell infil¬ 
tration in their neighbourhood. The resulting con¬ 
dition may therefore be called a “ cancerous pneu¬ 
monia” or “pneumoniacarcinomatosa,” by analogy 
with the terms (see further on) “ peritonitis car- 
cinomatosa,” “ meningitis carcinomatosa,” etc. 
Fig. 2 is from a piece of the liver, illustrating 
typical infiltration of the hepatic parenchyma with 
the cancer cells, columns of which are seen in.the 
vascular spaces between the columns of normal 
liver cells. Many of the small blood-vessels both 
in the lung and in the liver were blocked with 
new-growth. A microscopical section of the 
greatly thickened dura mater showed, as already 
mentioned, that what by naked eye examination 
appeared to be chronic internal pachymeningitis 
was in reality a diffuse carcinomatous growth, 
involving especially the internal aspect of the 
membrane ; the condition, owing to the inflam¬ 
matory reaction necessarily evoked, might be 
termed “ cancerous pachymeningitis ” or “ pachy¬ 
meningitis carcinomatosa,” by analogy with the 
so-called “ peritonitis carcinomatosa ” (see further 
on), and the above-described “ pneumonia carcino¬ 
matosa,” etc. 

The diffuse—partly “ miliary ” (e.g. in the lungs) 
—disseminated carcinomatosis in the present 
case and in similar cases has been described 
as “cancerous septicaemia”* or “septicaemia 
carcinomatosa,” but it is best not to use the 
word septicaemia in reference to carcinomatous or 

* Compare the well-illustrated paper on disseminated 
miliary carcinomatosis, by Le Noir and Courcoux, entitled 
“ Septic^mie Cancereuse Secondaire,” ‘ Presse Medicale,’ 
Paris, November 21st, 1908, p. 757. 
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Fig. i. —Showing diffuse carcinomatous infiltration of lung (“ Pneumonia 
Carcinomatosa”). (Magnification 65.) 


sarcomatous infiltration, though one may well 
speak of diffuse and miliary carcinomatous or 
sarcomatous dissemination . It would be, of course, 
more justifiable to speak of “tuberculous septi 
csemia” in regard to diffuse, and partly miliary, 
tuberculous dissemination. One might, perhaps, 
also speak of a “ septicaemia of Hodgkin's 
disease” in reference to the miliary infiltration of 
viscera and bone-marrow, accompanied by much 
pyrexia, which sometimes occurs in late stages 
and at the end (“ terminal ’) of Hodgkin’s disease 
(“ Lymphogranulomatosis maligna,” “ Lymphoma 
granulomatosum ”). * 

* In regard to the question of a “septicaemia of 
Hodgkin’s disease” cf. F. Parkes Weber, “Mediastinal 
Form of Lymphadenoma,” 4 Proc. Roy. Soc. Med., Clinical 
Section,’ London, 1909, vol. ii, pp. 66-86; also Weber, 
44 Acute Cases of Hodgkin’s Disease,” 4 St. Bart.’s Hosp. 
Reps.,’ Lond., 1907, vol. xliii, p. 82. 


Diffuse Carcinomatosis and Sarcomatosis 
of Serous Membranes, Meningitis Car¬ 
cinomatosa AND SARCOMATOSA, PERITO¬ 
NITIS Carcinomatosa, and Pleuritis Car¬ 
cinomatosa. 

In the above-described case (of Mrs. M. B—) 
I have already alluded to the condition of diffuse 
“ pachymeningitis carcinomatosa,” and many de¬ 
scriptions of diffuse “leptomeningitis carcinoma¬ 
tosa ” have been published. I need only mention 
the relatively recent papers on the subject by 
E. Schwarz, of Riga (1910), Meyer (1911), and 
S. Maas (1913). In the case described by Maass, 
the patient developed psychical symptoms resem¬ 
bling those of so-called “ Korsakoff’s disease.” 
In regard to diffuse sarcomatosis of the pia mater 
and “leptomeningitis sarcomatosa” (the condition 
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which Rindfleisch* termed sarcomatous .menin¬ 
gitis—“ meningitis sarcomatosa ”), I would refer 
to the papers by S. Coupland and W. Pasteur,t 
A. S. Griinbaum,J L. Parsons, § and others. I 
need not here discuss miliary carcinomatosis and 
sarcomatosis of the pleura (pleuritis carcinomatosa 
and pleuritis sarcomatosa); but, by the kind per- 
mission of my surgical colleague, Mr. A. Compton, 
I will shortly describe the condition in a recent 
typical case of diffuse peritoneal carcinomatosis or 
“ peritonitis carcinomatosa.” In this case the 
primary carcinoma was in the liver, arising from 
the cystic duct. 

The patient was a woman, aet. 48 years, who 
died in the hospital at the commencement of 
January, 1917, after an illness (accompanied by 
ascites, but without any jaundice) of only a few 
weeks' duration. The necropsy and microscopical 
examination showed the peritoneal surface of the 
intestines, mesentery, and omentum to be diffusely 
infiltrated with the carcinoma. This process was 
accompanied by much inflammatory small-cell 
infiltration. At one part of the parietal peritoneum 
there were very definite newly-formed blood-vessels 
to be seen (with the naked eye) on the surface, 
doubtless as a result of the mixture of diffuse 
carcinomatous involvement and true inflammatory 
infiltration of the serous covering—a condition 
which may aptly be described as one of “ perito¬ 
nitis carcinomatosa.” As a result of this process 
the outer walls of the intestines were thickened, 
hardened, and somewhat contracted. The great 
omentum and the mesentery were also hardened 
and contracted in the same way. There was not, 
however, a so-called “ leather-bottle stomach,” 
such as is not rarely met with in cases of diffuse 


* Rindfleisch, ‘ Deut. Zeitschr. f. Nervenheilkunde,’ 
1904, vol. xxvi, p. 135. 

t Coupland and Pasteur, “ Two Cases of Diffuse Sar¬ 
coma of the Spinal Dura- Mater,” ‘ Trans. Path. Soc., 
Lond.,’ 1887, vol. xxxviii, p. 26. 

+ Grunbaun, “ A Case of Sarcomatous (Endothelio- 
matous) Leptomeningitis,” ‘Trans. Path. Soc., Lond.,’ 
1906, vol. lvii, p. 313. 

$ Parsons, 41 Diffuse Sarcomatosis of the Brain arid 
Spinal Cord,” 4 Proc. Roy. Soc. Med., Section for the 
Study of Diseases in Children,’ 1913, vol. vi, p. 168. This 
is a subject somewhat different from that of “ Leptomenin¬ 
gitis sarcomatosa.” Cf. also H. Kaiser, Ziegler’s 4 Beitrilge j 
z. Path. Anat. u. z. Allg. Path.,’ Jena, 1916, vol. Ixii, I 
p. 265. • ! 


(generalised) cancerous infection of the peritoneum 
of the “ carcinomatous peritonitis ” type.* 

The neck of the gall-bladder was occluded by 
the malignant tumour, and the gall-bladder itself 
was filled with innumerable small (le^ntil-like) 
gall-stones. The tumbur likewise infiltrated the 
proximal portion of the gall-bladder and spread 
out into the adjoining parts of the liver; in some 
parts of the tumour a process of softening had 
taken place. There were likewise some secondary 
tumour-nodules in other parts of the liver. But 
no metastatic tumour-nodules were found by naked- 
eye inspection in other viscera. 

In this connection it should be remembered 
that diffuse or miliary carcinomatosis of the peri¬ 
toneum is, like miliary tuberculosis of the perito¬ 
neum, usually accompanied by non-suppurative 
peritoneal effusion (that is to say, ascites), so that 
the two conditions (by naked-eye examination at 
an exploratory laparotomy) may easily be mistaken, 
the former for the latter, and vice versa. In both 
conditions the omentum may be “matted” so as 
to constitute an “ omental cake.” 

Diffuse Carcinomatous or Sarcomatous 
Infiltration of the Bone-Marrow. 

This condition is important, as it may be asso¬ 
ciated with various blood-changes, which, i/ the 
primary tumour has been overlooked, may give 
rise to a suspicion of atypical leukaemia or per¬ 
nicious anaemia. A most interesting example of 
the condition was that in a woman, Mrs. S. S—, 
aet. 47 years, under Dr. Robert Hutchison's care 
in the London Hospital, in 1908. By Dr. 
Hutchison's kindness I saw the patient during 
life, and was likewise present at the post-mortem 
examination by Dr. H. M. Turnbull (March 13th, 
1908). I shall confine myself to quoting the 
following short description of the case, included 
by Dr. G. R. Ward in a paper read before the 
Medical Section of the Royal Society of Medicine, 
in February, 1914 :f 

* Cf. A. W. Nuthall and J. G. Emanuel, 44 Diffuse Car¬ 
cinomatosis of the Stomach and Intestines,” 4 Lancet,* 
Lond., 1903, i, p. 159. In all their three cases the so-called 
44 leather-bottle stomach ” was present, in whole or in part. 

t G. R. Ward, 44 Secondary or Symptomatic Leukaemia,” 

4 Proc. Roy. Soc. Med., Medical Section/ London, 1914, - 
vol. vii, p. 131. In this valuable paper Dr. Ward has 
grouped together various conditions under what I believe 
to be a confusing and mistaken heading. The paper con¬ 
tains abundant references to the literature of the subject. 
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Fig. 2.—Showing carcinomatous infiltration of the parenchyma of the liver. 

(Magnification 325.) 


“ The patient died from cancer of the breast, 
and during life was very anaemic. The white cells 
were 22,000 per cubic millimetre of blood, and 
the myelocytes constituted 8*5 per cent, of the 
white cells. It is of interest that a blood-count 
of this kind, which might be paralleled from the j 
records of all kinds of widely differing diseases, 
was, nevertheless, associated with extremely ex- , 
tensive myeloid changes in all the organs. At the 
necropsy the bone-marrow was found to be almost i 
entirely replaced by cancerous infiltration, and the 
same was true of the spleen, the liver, many of the 
lymphatic glands, and the affected breast. The 
other breast was free from cancer, but, never¬ 
theless, showed considerable areas of tissue which 
was composed of cells such as are met with in the 
bone-marrow. Such tissue was also found about 
the cancer growths in other organs. It contained 
not only neutrophile and eosinophile myelocytes, 
but also foci of red cell formation, in the centre of 
which were seen primitive nucleated red cells, and 1 
at the periphery those more fully formed. The 


red cells in the blood also , showed the changes 
which one meets with in primary myelaemia. 
Nevertheless, there were still some fatty areas left 
in the bone-marrow itself.” 

In the case of a woman, Mrs. K. M—, aet. 
32 years, a hospital patient of mine in 1905, who 
died of carcinoma of the pylorus with secondary 
carcinomatosis of various abdominal viscera 
and of the bone-marrow, the blood (examined 
during the last 10 days of life) showed great 
anaemia (a little over 1,000,000 red cells to 
the cubic millimetre), and the presence of 
myelocytes (about 11 per cent, of the white 
cells) and nucleated red cells (12 seen by Prof. 
A. E. Boycott during his differential count of 
500 white cells).* 


* I have to thank Prof. A. E. Boycott for examining 
the blood in this case (Mrs. K. M.), a description of 
which was also included by Dr. G. R. Ward in his paper 
(pp. 141, 146, 150), which I have already quoted in regard 
to the case of Mrs. S. S—. 
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Next to anaemia* the most striking of the blood- organs (especially the spleen, liver, lymphatic 
changes sometimes noted in connection with glands, and bone-marrow) in the so-called Gaucher 
secondary tumours in the bone-marrow is probably type of primary splenomegaly, or shortly, 
the presence of myelocytes and nucleated red cells. “Gaucher’s disease.” This disease or patho- 
W. Turk is said to have diagnosed a case of the logical syndrome is a rare condition which runs in 
kind by the great number of erythroblasts in the families, affecting different members of a single 
patient’s blood. The myelocythaemia in such generation. Gaucher described his original case 
cases was specially discussed by Q. Kurpjuweit in in 1882 as one of “idiopathic hypertrophy of the 
1903.1 However, in an earlier paper, on “The Spleen,” and pathologically explained the change 
Bone-marrow of Cancer Patients,” Francis Villy J in that organ as being due to a kind of primary 
came to the conclusion that, though insidious epithelioma (“ £pith$iome primitif ”),* a patho- 
infiltration of the bone-marrow might occur, it was | logical suggestion that has now been altogether 
not a routine event; that it was not the main given up. 

cause of cancerous cachexia ; and that the pains Similar-looking cells are certainly occasionally 
complained of by cancer patients in the bones and I found as a microscopical feature in many different 
elsewhere might have several causes, amongst conditions. Thus (in 1904) in the kidneys of a 
which secondary tumour formation was not a woman, M. H—, aet. 51 years, I saw cells of this 
specially common one.§ type arranged in groups here and there between 


Note on “Large Clear Cell” Permeation 
of Organs. 

Side by side (from the pathological-histological 
point of view) with inflammatory small cell infil¬ 
tration and the various kinds of leukaemic, sarcoma¬ 
tous, and carcinomatous cell-infiltrations of viscera 
should be placed the occasional infiltration (better 
described as permeation) of viscera with what may 
be termed “ large clear cells.” By this term I 
me^n large cells with a small, usually centrally- 
placed and deeply-staining, nucleus and relatively 
much cytoplasm ; the latter has a more or less 
clear and pale or hyaline (glassy) appearance in 
specimens prepared with the ordinary stains, even 
if by special methods of staining it can be shown 
to contain granular lipoid material. Amongst such 
cells I include the clear “ glassy ” cells with small 
deeply-staining nuclei, the occurrence of which in 
large numbers constitutes the most characteristic 
feature of the pathological change in the affected 


the renal tubules: The patient in question had 
old quiescent pulmonary tuberculosis (with 
secondary pulmonary fibrosis) and chronic nephritis* 
She died in hospital in October, 1904, with 
uraemic convulsions and appareutly commencing 
lobar pneumonia. The kidneys were rather large 
and pale and of very firm consistence, the cortical 
surfaces were granular, and the capsules could not 
be stripped off without tearing away portions of 
the cortex; microscopically they showed paren¬ 
chymatous and slight amyloid (lardaceous) changes 
i as well as chronic interstitial nephritis. By naked 
eye examination minute opaque yellowish-white 
specks and streaks were observed in the cortex 
(notably on the surface of the cortex) of both 
j kidneys,t and this macroscopic appearance of 
j “speckling” might have been due to the clusters 
I of the large cells in question seen under the 
j microscope. 

Cells of similar appearance constituted a striking 
[ feature in the microscopical examination of the 


* Cf. Parmentier and Chabrol, “Anomie grave et 
Metastases Cancdreuses dans la Moelle des os,” * Bull, et 
M£m. de la Soci^td M^dicaledes HGpitauxde Paris,’ 1909, 
vol. xxviii, p. 341; see also Harrington and Kennedy, 
“ Bone-marrow Metastases and Anaemia in Gastric 
Cancer,” * Lancet,’ Lond., 1913, vol. i, p. 378. 

t Kurpjuweit, * Deut. Arch. f. Klin. Med.,* Leipzig, 


brain of a boy, J. M—, aet. 2 years, who died 
in hospital in 1907, with symptoms resem¬ 
bling those of cerebral diplegia. The boy’s brain 
was an example of “ megalencephaly,” since it 
was quite as large as an adult brain and weighed 
1450 grm., which exceeds the average adult weight 


1903, vol. Ixxvii, p. 553. 


* E. Gaucher, " De l'^pith^liome primitif de la rate,'* 


X F. Villy, ‘Journ. of Path, and Bact.,’ Cambridge, 1898, t * Th&se de Paris,' 1882. 
vol. v, pp. 69-77. t Macroscopically this reminded me of the appearance 

$ For many other references to the literature of the in what I described as "speckled kidneys,” 'Transactions 
subject see G. R. Ward, op. cit. Path. Soc., Lond.,’ 1898, vol. xlix, p. 15a. 
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of the normal male brain ; it likewise felt unusually 
firm and hard to the touch. Later on the boy’s 
sister died (at another hospital) of typical 
“ amaurotic family idiocy.” The findings in the 
boy’s brain were described by Dr. Gordon 
Holmes.* 

In a recent paper on “ Gaucher’s Disease,” by 
J. H. Mason Knox, jun., H. R. Wahl, and 
H. C. Schmeisser,! the authors describe two cases 
of the Gaucher type of primary splenomegaly in 
infants (sisters), the second one of which presented 
by ophthalmoscopic examination a typical cherry- 
red spot in the macula of each eye, such as is seen 
in cases of amaurotic family idiocy. In that 
disease, moreover, the authors mention that cells 
have been found present in the nervous tissues 
similar to the “large glassy cells” in the spleen, liver, 
bone-marrow, and lymphatic glands, characteristic 
of the Gaucher type of primary splenomegaly. 
In regard to the nature of these “ Gaucher cells,” 
the authors declare that in both infants nearly all 
the organs contained large, pale, granular, or finely 
vacuolated cells (doubtless identical with those 
described by Gaucher), in which there was a 
peculiar refractive substance having the chemical 
and staining properties of lipoid material. H. R. 
Wahl and M. L. Richardson J further conclude 
that the large, pale cells of Gaucher’s disease 
constitute a “ lipoid-storehouse.” The lipoid 
material is stored in the cytoplasms of these 
cells in the form of minute droplets, which give 
the cells their characteristic (“large and pale,” or 
“glassy”) appearance. The cells in question, 
thus infiltrated with lipoid material, are reticulo¬ 
endothelial cells of the spleen, lymphatic glands, 
and bone-marrow, and the stellate cells (Kupfer’s 


* G. M. Holmes,“The Pathological Anatomy of a Case 
of Amaurotic Family Idiocy,” ‘ Proc. Roy. Soc. Med., 
Pathological Section,’ 1911, vol. iv, pp. 199-204. By an 
annoying mistake on p. 204 Dr. Holmes stated that I 
gave him the material as an example of megalocephaly — 
a word that means a condition of big head, or big¬ 
headedness, which is quite different from the meaning of 
megalencephaly (big-brainedness). 

t Knox, Wahl, and Schmeisser, ' Johns Hopkins Hosp. 
Bull.,’ Baltimore, 1916, vol. xxvii, pp. 1-12, with many 
illustrations of the histology. 

} H. R. Wahl and M. L. Richardson, “ A Study of the 
Lipoid Content of a Case of Gaucher’s Disease in an 
Infant,” 1 Arch, of Internat. Med.,’ Chicago, 1916, vol. xvii, 
pp. 238-259. 


“ Sternzellen ”) in the liver. According to Wahl 
and Richardson, Gaucher’s disease is a generalised 
disturbance of the lipoidal metabolism of the 
endothelial apparatus (“ Endothelial-Stoffwechsel- 
apparate ”) of the body, which explains the occur¬ 
rence of “ large-cell hyperplasia of the spleen ” 
in cases of diabetes mellitus with lipoidaemia (see 
further on). They say that fat itself (the fixed 
fats) is greatly reduced in the liver and spleen 
in Gaucher’s disease, whilst the lipoids, such as 
lecithin and cholesterin, are greatly increased. 
In their own case a lecithin-like body predominated, 
but a cholesterin-like body may prevail in other 
cases. 

By many authors, however, the presence of 
lipoid material (appearing as granules or droplets) 
in the large, pale, or glassy cells of Gaucher’s 
disease has been hitherto unrecognised or altogether 
denied (Mandlebaum and Downey).* 

In 1914, W. Lutz t described two cases of 
lipaemia (lipoidaemia) in diabetes mellitus, in 
which there was “ large-cell hyperplasia ” in the 
spleen, and he remarked on the similarity of the 
splenic change to that found in the Gaucher type 
of primary splenomegaly. W. H Schultze had 
already described a case of the kind in 1912,J 
and had also compared the splenic condition to 
that in Gaucher’s disease. In January, 1917, 
J. R. Williams and M. Dresbach § recorded a 
case of fatal diabetes mellitus associated with 
a large-cell hyperplasia of the spleen, lymphatic 
glands, and liver. These authors regard their 
case as the fourth one recorded of the kind. They 
lay great stress on the polariscope examination of 
the cell-contents in such cases, and say that this 
large-cell hyperplasia bears a resemblance to the 
cell-changes in Gaucher’s primary splenomegaly, 
though in the latter condition lipoids have been 


* F. S. Mandlebaum and H. Downey, 'Johns Hopkins 
Hosp. Bull./ Baltimore, 1916, vol. xxvii, p. 109. 

t W. Lutz, “ Ueber grosszellige Hyperplasie der Milz- 
pulpa bei diabetischer Lipamie,” Ziegler’s ‘ Beitrage z. 
Path. Anat. u. z. Allg. Path.,’ Jena, 1914, vol. lviii, p. 273. 

J W. H. Schultze, " Ueber’grosszellige Hyperplasie der 
Milz bei Lipoid&mie (Lipoidzellenhyperplasie),” ' Ver- 
handl. d. Deut. Pathologischen Gesellschaft,’ 1912, xv^ 

P ’ 47 * 

$ Williams and Dresbach, “ A Fatal Case of Diabetes 
I Mellitus associated with Large-cell Hyperplasia,” 4 Amer. 
j Journ. Med. Sci./ Philadelphia, 1917, vol. cliii, pp. 65-78. 
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Fig. 3. —Section of the pituitary gland from a case of diabetes insipidus. The normal-looking tissue 
of the anterior (glandular) portion is seen completely surrounded by the relatively enlarged posterior 
portion (pars nervosa), which is permeated with large cells, the cystoplasm of which is full of 
iipoidal granules and minute droplets. (Magnification 15.) 


said to be absent (Mandlebaum and Downey).* 
The whole subject of Iipoidal cells and lipoidsemia 
has, of course, especial interest in regard to con¬ 
ditions of hypercholesterinsemia and all diseases 
connected with hypercholesterinaemia, such as 
xanthoma (xanthelasma), cholelithiasis, aortic and 
arterial atheroma, etc. The literature on such 
questions is already very extensive, and I cannot 
discuss it here. 

In conjunction with Dr. H. Schmidt, I recently 
described a case of diabetes insipidus] in a tuber¬ 
culous patient whose pituitary gland (posterior 
lobe) contained remarkable clusters of large cells, 
with small nuclei and excess of “pale, clear” 
cytoplasm, apparently resembling the cells de¬ 
scribed by Williams and Dresbach and others in 
the spleen and other organs in fatal cases of 
diabetes mellttus with lipoidajmia. The patient, 
F. A—, aet. 37 years, a wasted man, said to have 
lost weight rapidly, was admitted to hospital on 
March 31st, and died on June 21st, 1915. In 
August, 1913, that is to say, about two years 
before his death, which was due to pulmonary 
and laryngeal tuberculosis, he suddenly commenced 
to suffer from diabetes insipidus. In the hospital 


* Mandlebaum and Downey, loc. cit. 
t Weber and Schmidt, " A Case of Diabetes Insipidus, 
with a Peculiar Necropsy Finding in the Posterior Lobe 
of the Pituitary Gland,” * Amer. Journ. Med. Sci.,' Phil., 
1916, vol. cliii, p. 892. 


his urine, which was of about the same specific 
gravity (1000) as ordinary pure water, pale, clear, 
and free from albumin and sugar, averaged about 
10 litres in the 24 hours, sometimes more, some¬ 
times less. On one day he passed as much as 
13,250 c - c - blood-serum gave a negative 

Wassermann reaction for syphilis. The post¬ 
mortem examination showed tuberculous laryngitis, 
and both lungs were found “ stuffed ” with miliary 
tubercles. The pituitary fossa was not much 
enlarged, but the posterior lobe of the pituitary 
gland was obviously abnormal and relatively much 
enlarged, being of a yellowish-brown colour and 
almost completely enclosing the anterior lobe. 
The relatively large size of the posterior lobe was, 
perhaps, accounted for by its containing the groups 
of cells alluded to above, whose lipoid contents 
were doubtless the cause of its yellowish colour. 
These large cells contained small nuclei staining 
deeply with hiematoxylin. Their over-abundant 
cytoplasm was shown by appropriate staining 
(Sudan III) to contain innumerable granules or 
minute droplets of a lipoid substance, or else (in 
some cells) minute crystals, doubtless fatty acid 
crystals of some kind. In the illustration (Fig. 3) 
the anterior lobe of the pituitary gland (pars 
glandularis), which has the normal glandular 
structure, is seen surrounded by the relatively 
large posterior lobe (pars nervosa), whose sub¬ 
stance is permeated with the large granular cells in 
question. 
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SEPSIS IN THE RECOGNITION 
AND NON-RECOGNITION 
OF SYPHILIS. 

By EDRED M. CORNER, M.C.(Cantab.), 
F.R.C.S.(Eng.), 

Surgeon to St. Thomas’s Hospital Gt. Ormond Street, 

The King George Hospital. 

One of the most marked effects of the war on j 
civil medical practice has been its influence on our j 
knowledge of the incidence of syphilis. It is now j 
accepted that syphilis is caused by the entry into I 
the body of a spirochaete, Usually the entry is by j 
sexual conjunction, but this is not necessarily so. j 
In tropical diseases a spirochaete is known to enter | 
the body and leave no sign of its place of entry ; [ 
so with syphilis. The virus may be conveyed by I * 
lice, bugs, fleas, or any parasite which perforates ( 
the skin. This generalisation is in part founded ( 
on fact and built on in ,theory. Then syphilis in ! 
the more cleanly strata of the population has been j 
much more frequently recognised since the war j 
began than it* was before. This infection may have t 
been acquired sexually or it may have been ! 
acquired through a parasite. Who knows, if there j 
is no local sign of the entry of the infection ? There I 
is a parallel between infection with a spirochaete | 
leading to syphilis and with a spermatozoon leading 
to pregnancy. It is the doctor’s business to recog¬ 
nise and treat the disease. A knowledge of how it 
may arise is of value in raising or laying his sus¬ 
picions. Therefore he should recognise the possi- | 
bility of the non sexual origin of syphilis and the 
clinical features of “aseptic ” syphilis. 

In 1910 I drew the attention of the Stratford j 
Division of the British Medical Association to the 1 
great importance of sepsis as a complicating factor 
to the pathological and clinical manifestations of 
syphilis. This factor is not only important to the ; 
patient and his relations and his doctors, but also ! 
to the human race at large. In the Clinical j 
Journal* a short resume was published of 1 
what was said on that occasion. Later ex- ! 
perience has shown the desirability of adding • 
to' what was sard and republishing much that 
was written in '1910, as the great importance of 
the subject merits its being more widely known. 

-* ‘Clinical Journal/ February 15th, 1911, p. 294. > 


First of all let us consider in very brief detail the 
various importances of the subject. 

(a) As regards the teaching of knowledge of 
syphilis: 

At hospitals students are taught to recognise 
syphilis from the examples of septic 
syphilis which attend and are brought to 
their notice by their teachers. The septic 
factor in the syphilis exaggerates its char¬ 
acters and furnishes some new ones of so 
much importance that the great surgical 
text-books have taken such septic charac¬ 
teristics as illustrative of the syphilitic 
nature of the lesion. Fot instance, 
students are taught that the induration 
of a chancre is characteristic. But the 
hardness of a chancre is only seen 
typically when it is septic. Let that 
chancre be on the skin or finger instead of 
under the septic prepuce and there is little 
or no induration. Yet the lesion is a chancre 
and syphilitic. The induration is very 
largely a sign of the accompanying septic 
inflammation and not of the syphilis. This 
is an example of how the student is taught 
to recognise much in syphilis by its septicity 
and not by its specific characters. With 
such teaching, can the young medical man 
be expected to recognise a clean chancre 
when he sees it ? Hence, when the student 
becomes a doctor, he has not been taught to 
recognise syphilis in the more cleanly 
stratum of society amongst whom largely he 
practises. This suggests that the scarcity 
of syphilis met in general practice may be 
due to its not being recognised. And such 
patients as show the results of untreated 
syphilis, e.g. general paralysis of the insane, 
come from that very class. 

(b) As regards the medical man : 

He maynot recognise “aseptic” syphilis though 

he is probably familiar with the manifesta¬ 
tions of septic syphilis such as.he has seen 
at hospital in his student days and recog¬ 
nised in his postgraduate career. 

(c) As regards the treatment: 

I suppose there are few diseases which, if 

recognised early, are more studiously treated 
and more uniformly yield good results from 
treatment than syphilis. The progress qf 
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modern knowledge of the treatment of this 
disease has been remarkable. If only the 
disease is recognised it can be efficiently 
treated. It can now be seen clearly how 
much of the clinical success attainable 
depends on the recognition of the disease 
so that no sufferer can remain untreated. 

(d) As regards the relations and the community : 

Syphilis which is not recognised is not treated, 

and the patients may transmit their infection 
both to this and to future generations* 
Then they appear with nervous diseases 
such as locomotor ataxy, general paralysis 
of the insane or other forms of insanity, 
and there is no history of syphilis. Hence 
our knowledge of the causation of these 
diseases is obscured and ratepayers are 
put to great expense which with better 
teaching could and should have been 
avoided. The nation would be worse for 
the unchecked spread of syphilis amongst 
its middle and upper classes. The histories 
of patients with negative statements regard¬ 
ing syphilis cannot be relied upon even 
though patently honestly given. 

(e) As regards the patient : 

Belonging to better-educated classes the un¬ 
fortunate patient is apt to pay a penalty for 
his cleanliness in the disease not being 
diagnosed and its nature overlooked. In 
Other words, his very cleanliness counts 
against him and his. Virtue is not re¬ 
warded properly. 

It would be possible, such as by pointing out 
how many cases of syphilis are recognised for the 
first time when general paralysis of the insane has 
declared itself, to multiply the number of examples 
to which the subject of this paper has special refer¬ 
ence. Reference need only be made to the works 
of Dr. Mott. Enough has been said here to show 
how the interests of individuals and nations are 
concerned with the recognition of the diseased 

Realising that the infection of syphilis is fre¬ 
quently combined with other infections, a mixed 
infection resulting, and that different varieties of 
spirochaetes may cause different varieties of the 
disease, we begin to understand how it is that 
pathological tests, such as Wassermann’s, so often 
give doubtful results, and how mercury yields 
successful treatment in one case and utterly fails 


in another. Indeed, in different varieties of spiro¬ 
chaetes are seen possible explanations for many 
clinical variations in the disease. It may be put 
in another way. We begin to see in what is 
clinically called “syphilis” many diseases which 
have similar characters. Tohn Hunter is well 
known to have regarded as one both syphilis and 
gonorrhoea. Now we separate them, but it would 
appear that both known diseases represent several 
imperfectly known diseases which posterity will 
differentiate just as surely as we have separated the 
one disease of John Hunter’s time into at least two 
diseases. 

At the present time, when there is sitting a Royal 
Commission on Venereal Disease, it is proper that 
we should set “ our house in order ” and appreciate 
the fact that venereal diseases are the varying sum¬ 
mation of mixed infections, and, according to the 
predominant factor in that mixed infection, they 
appear as syphilis, gonorrhoea, soft sores, phaga- 
daena, and so forth, and that the septic factor 
accompanying the mixed infection, according to¬ 
ns degree, modifies the appearances of the pre¬ 
dominant disease both clinically and pathologically. 
Hence it is of the highest importance to patients, 
doctors, the public, and the legislators that these 
facts should be thoroughly appreciated. Let them 
also know that on account of their education, 
doctors not being fully equipped fail, by the frailties 
of their method of education, to recognise syphilis 
when it is kept clean or relatively aseptic, such as 
is found in the middle and upper classes. Hence 
this disease in the middle and upper classes is very 
apt to remain untreated and claim its victims in 
later life. For example, a very unusually good 
doctor brought a patient to me with what was taken 
to be an epithelioma. The patient was a man of 
parts and prominence in his town, and it seemed 
inconceivable in local opinion that the sore could 
be anything else but an epithelioma. Being un¬ 
affected by the patient’s social status I felt that the 
sore was a primary syphilitic one. Here jvas a 
quandary ! It was solved by removing and micro- 
scoping the sore before proceeding to amputation. 
The pathologist found that the sore was a primary 
syphilitic one, and not an epithelioma. The 
patient had had his operation, and local interest 
was satisfied. His cure with medicine was com¬ 
plete. No mutilating operation had been per¬ 
formed, and all scandal was stifled. This case 
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must be read as an example of how a more or less 
aseptic syphilitic lesion was not recognised by a 
very good doctor, who had about 5 years of post¬ 
graduate hospital experience behind him, having 
held the highest of appointments. The incident 
illustrates the importance of the teaching that 
septicity modifies very much the clinical appear¬ 
ances of syphilis. 

With regard to syphilis in consulting practice, 
for practical purposes it is only the unusual which, 
so to speak, passes the practitioner and reaches 
the consultant. And before I begin to illustrate 
such cases I would speak of a general condition 
which so modifies the syphilitic manifestations 
that they are liable to be misunderstood. I mean 
the addition of sepsis or relative asepsis, cleanliness, 
to the manifestation. This is very important, as 
cleanliness may be found in poor surroundings, 
and uncleanliness where there is no excuse for its 
existence. This factor of uncleanliness or septicity 
means that an additional infection is grafted on 
to the original. For instance, the hard primary 
sore underneath an oedematous prepuce and 
accompanied by a multitude of enlarged glands 
in the groins, such as is often seen in hospital 
practice, are very unusually seen in practice 
amongst the well-to-do, and practically never seen 
in consulting practice. Dr. David Watson of 
Glasgow,* in his recent work on gonorrhoea, has 
given us an idea of the number of organisms to be 
found normally in the preputial cavity. He says 
of the extensive flora present: “ It will be seen 
that we have here a flora with a sufficiently mis¬ 
chievous potentiality requiring only the production 
of a lesion to give its pathogenic members their 
opportunity. Regular cleansing has a marked 
effect in reducing the numbers of these organisms 
and, on the other hand, phimosis favours their 
growth.” Here is an illustration of how syphilis 
may be septic or relatively clean. In a more or 
less aseptic condition, a primary sore may be 
nothing more than a granulating spot with little or 
no induration which is slow to heal, with little 
or no secondarily enlarged glands—a condition 
which is easily overlooked, particularly on the not 
easily inspected genitalia of a female. Thus a 
charifcre or primary sore is robbed of the chief 
features by which it is taught in medical schools 
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that it should be recognised. Indeed, I would go 
so far as to urge that every granulating sore which 
is slow to heal, and particularly when on a part 
liable to infection, such as a doctor's finger, should 
be suspected of being a primary syphilitic sore 
and its secretion examined microscopically for^ the 
Spirochata pallida. Indeed, it may be needful to 
make repeated examinations to prove the presence 
of the SpirochtRta pallida . To prove its absence 
the greater the number of examinations the greater 
the certainty. Since it has been proved that the 
finding of the Spirocfuzta pallida in the secretion 
of a sore shows its syphilitic nature, a search 
should be made for this organism in the discharge 
of a suspicious sore. It so happens that at the 
present time such an examination is not usually 
advised until the patient has been referred to a 
consultant. There is no reason why this should 
be so, and it would be better for the patient if it 
were done by his general practitioner. By such 
means I have proved the presence of chancres on 
the finger, nose, tonsil, skin, and inside the urethra, 
not to mention other unsuspicious situations and 
in unsuspectable people. But it is not always 
worldly-wise to prove or acknowledge the nature 
of such a disease in every case, provided the 
patients are treated and others are protected from 
-the disease. To have the presence or absence of 
the Spirocfueta pallida demonstrated is simpler 
and less expensive to the patient than to have a 
Wassermann blood reaction done, the presence of 
which cannot be expected until after the secondary 
stage has commenced. 

To recapitulate, aseptic infection of a primary 
sore may so mask its nature as to render it and its 
bubo quite unrecognisable; its nature may be 
suspected from its slowness in healing ; its patho¬ 
logy may be proved by the demonstration of the 
presence of the Spiroehata pallida. 

In the secondary stage of syphilis it has long 
been recognised, “ as in a glass darkly, 5 ' that an 
additional septic infection makes the secondary 
symptoms and sfgns very much worse. For in¬ 
stance, it has long been advised that a subject 
with primary syphilis should have the mouth and 
teeth attended to by a competent dentist, or the 
secondary symptoms in the mouth will be much 
worse. As a criticism on smoking, for the same 
reasons it has long been advised that the practice 
should be discontinued. Certain it is that the 


* 4 Gonorrhoea and its Complications,’ Kempton, p. 179. 
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tremendous crops of secondary rashes and condy- 
lomata seen in hospital patients are not often seen 
in consultant practice. Indeed, but for a few 
transient spots and perhaps a slight transient sore 
throat, the secondary stage of syphilis may pass 
away within a day and may very easily be un¬ 
recognised. 

At this stage it is easier to have a Wassermann 
reaction demonstrated positive than to find the 
Spirochceta pallida in the sparse secondary signs. 
But just as the primary stage of syphilis may pass 
unnoticed in the well-kept and cleanly subject, so 
may the secondary stage pass unnoticed. In conse 
quence there is nothing to interfere with the trans¬ 
mission of the disease to any offspring. Syphilis 
without outward lesion is not easily transmitted to 
the same generation. 

In the tertiary stage there is a similar state of 
things. In hospital practice gummata are usually 
very obvious and easily diagnosable from their 
size, shape, the presence of a wash-leather slough, 
etc. In the less septic people of private practice 
a gumma is often a shallow clean ulcer with a well- 
defined margin, either circular in shape or with 
sharp margin; its base is formed of red healthy 
granulations, no slough is present, the sore is slow 
to heal, and when it does so easily breaks down 
again and again, unless iodide of potassium has - 
been given. 

As an example of this an instance can be quoted 
as it was brought to the notice of the author 
by an unusually competent general practitioner. The 
author has known the medical man for many years, 
and can witness that it is very unusual for his 
diagnoses to be wrong. Yet he had a lady patient with 
a sore about her knee which healed with rest and 
cleanliness, regularly breaking down whenever she 
got about again. An unbiassed opinion suggested 
the use of iodide of potassium with the rapid 
disappearance of the sore. In another instance a 
gumma of foot had been opened for an abscess in 
a lady by an old house-surgeon of a big London 
hospital. It would not heal satisfactorily until 
iodide of potassium was given. The syphilis was 
not recognised until late in the course of her 
illness. 

At the present time the fact that the Wasser¬ 
mann test is negative is relied upon to demonstrate 
that syphilis is absent. Conversely a positive 
Wassermann test is held to show the presence of 


syphilis. Yet, if a sample of a« patient’s serum is’ 
sent to several pathologists, ignorant of each other’s 
work, instances are known, wheo< examining the 
same serum, some pathologists have said that 
syphilis was certainly present and others have been 
as equally certain that it was not. Hence there 
is an enormous variation due to some personal 
factor in the interpretation of Wassermann’s 
reaction; so much so that no reliance can be 
placed on the result unless unanimously confirmed 
by several pathologists working independently. 
Evidence from repeated examinations by the same 
pathologist are as a rule less worthy of trust. 

Thus even in cleanly subjects tertiary syphilis, 
when suspected, is easily recognisable, and much 
could be done to prevent the spread of the disease 
if only all syphilitics had tertiary syphilis. But 
only a percentage of those infected show such 
manifestations. 

In the tertiary stage Wassermann’s blood reaction 
is positive, and the Spirochceta pallida has been 
demonstrated to exist in gummata. The latter 
observation is very important, because hitherto it 
has been taught that the tertiary stage is not 
contagious. But if the Spirochceta pallida is 
present it must be contagious. 

From these observations it will be seen that in 
the more cleanly classes of the community syphilis 
can be quite overlooked, and consequently its 
transmission be unchecked and its dissemination 
unimpeded. The results may be almost a matter 
of common observation. When we are first qualified 
we see but little of the disease. As we grow older 
we see more and more, and we appreciate that it 
exists untreated in many houses. In this syphilis 
is similar to insanity, the spring and the winter of 
the disease—skeletons in the household to be kept 
out of sight. 

In the very places where medical students are 
taught to recognise syphilis hospitals,the super-added 
septic factor predominates, making the primary 
sore hard and unoverlookable, its bubo obvious ; 
the secondary signs many, multiple, and patent; 
and the tertiary signs glaringly unmistakable. Yet 
when that student qualifies he practises amongst 
more cleanly and “ aseptic ” people, the primary 
sore may be easily overlooked, the secondary signs 
sparse and unnoticed, and only a proportion get 
gummata. • 

From these considerations it is easy to under¬ 
stand that some instances of this disease, both 
acquired or congenital, are unrecognised and are 
transmitted unchecked through the community. 
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INFLUENZA. 

By SEYMOUR TAYLOR, M.D., F.R.C.P., 
Consulting Physician to the West London Hospital, etc. 


There has recently, been, especially in London, 
an extensive epidemic of influenza. It was of a 
very Yiriflent type, as proved by the high rate of 
mortality shown by the Registrar-General's returns. 

Many illnesses have been called influenza which 
were probably only severe attacks of a common 
cold. Again, influenza is often a euphemism for 
an outbreak of alcoholism, and has been found to 
be a pleasant help in time of trouble. From 
inquiries which I have made from men in large 
general practice, I do not find that the recent 
epidemic has been marked by any special feature 
except its severity. In other words, there has 
been no marked number of cases which could be 
labelled “ gastric ” type or “ bronchial ” type. The 
disease, taken as a whole, appears to have re¬ 
sembled, in clinical features, those cases which 
occurred in 1890-91-92. In other words, it ran 
true to type, as though the community had not 
been protected by any previous attack, however 
slight. The germ appeared to have fallen on 
virgin soil. 

If descriptions were written now of an attack 
of influenza by six different medical authorities, 
probably no two would quite agree. So, having 
myself recently been a victim, it occurred to me 
that it might interest many to give an account of 
my symptoms. * 

On one Tuesday in December I was called to 
a consultation at a place some little distance from 
London on the Great Western Railway. When 
the train by which I returned arrived at the 
station it was 6 o'clock, and the platform was 
only dimly lighted; so I had no time to select 
a carriage, but entered the first compartment 
which I could. I found that it contained 16 adults, 
and I made the seventeenth. The atmosphere 
was laden with an abominable stench, which 
reminded me of the foul under*blanket of a neg¬ 
lected child's cot, with a mixture of decomposing 
straw and the unwashed skins of labouring people. 
The windows and ventilators were all rigorously 
closed. I asked to have a window-sash lowered 
for an inch or two, but was met by a chorus of 
disapproval and by remarks about “thorough 


j draughts,” “got a cold already,” which a few of 
I the passengers appeared really to have. It was 
j only on arrival at Westbourne Park, where the 
compartment was nearly emptied, that I succeeded 
in obtaining an open window, and that only for 
a few minutes whilst the tickets were being 
collected. 

On the Thursday morning I was seized with a 
rigor; intense headache, “goose-skin "and general 
malaise quickly followed. I crawled downstairs 
to keep some two or three appointments and then 
returned to bed. Assuming that I contracted my 
illness in that railway carriage, the period of in¬ 
cubation was 39 or 40 hours. 

The first day's illness was characterised by a 
rapid rise of temperature to 1012 F., a harsh, dry 
condition of skin, continuance of headache, and 
the oncoming of violent pains in different parts of 
the body. The back and loins appeared to 
specially suffer at first; but as I was thus com¬ 
pelled to lie quietly in my bed, I had opportunity 
to analyse the sites of pain so as to form some 
opinion as to what tissues were chiefly affected by 
the influenza poison. I soon came to the con¬ 
clusion that it was not so much the muscles which 
were affected as the fibrous tissues. For although, 
as I turned in bed, I experienced pain in my loins 
and back generally, these pains were mostly 
located in the fibrous sheaths of muscles and in 
the fibrous tissues generally. The fibrous patch 
in the trapezius muscles were especially painful 
and tender. The same remark applies to the 
fibrous aponeurosis of the tensor vaginae femoris 
of both sides. The anterior tibial group of muscles 
were also painful, but especially in the upper thirds, 
where the deep fascia is adherent to the subjacent 
muscles. The knees also complained. Pain, in¬ 
dependent of movement, affected both joints and 
vividly demonstrated the extent of the fibro-serous 
sacs, especially on the inner sides, and so on. 
But these were not the only pains which I had to 
endure. The eye-balls were painful and very 
tender. The same remark applies to the testes. 
So that I came to the conclusion mentioned above. 

It will be seen that the advent of thte fever was 
sudden and the symptoms were severe from the 
beginning. 

On the second day the temperature rose higher 
still (102*4° F.). The symptoms of the first day 
were aggravated. In addition I had a dry, fissured, 
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and sore tongue, which was intolerant to most 
things except barley-water. Dyspepsia super¬ 
vened, so that almost every variety of food, 
especially the carbohydrates, caused distress. 
The gullet appeared to be on fire. A band of 
discomfort, not amounting to pain, extended 
across my epigastrium. This was constant and 
unconnected with food, though increased by it. 
The bowels refused to act. The urine was scanty, 
acrid, and high coloured. It irritated the urethra 
during micturition. It deposited no excess of 
urates, so my mind suggested the possibility of 
glycosuria with pancreatic trouble. But no sugar 
was found. A troublesome cough kept me awake 
during the night as well as the day; consequently j 
sleep, at best, was disturbed and broken. My 
conjunctive were red (injected), as is usual in 
severe forms of influenza. At times I awoke 
from what appeared to have been distressing j 
dreams, but the memory of them was only 
transitory. But I seemed to have a knowledge 
that I had been talking to imaginary persons. 

On the third day the fever reached its acme, j 
I was not told what my evening temperature was, 
and as I was obtuse of hearing, and my mental 
condition somewhat obfuscated, I cannot be sure 
of what was said ; but I fancied I heard “ 104 ” 
something after my temperature had been taken. 

I could take only the smallest amount of food, 
such as weak beaf-tea. I am toid that I was now 
jaundiced. This may account, in some measure, 
for the high-coloured urine. I had severe pre¬ 
cordial pains with dyspnoea, possibly due to slight 
pericarditis—another fibrous inflammation. I also 
experienced a most distressing symptom which 
I have not seen recorded; nor have I heard it 
complained of by other patients, or, if I have, 

I have overlooked it. Suddenly, with no previous 
indication of its advept, I was taken with a most 
agonising headache of a peculiar type. The pain 
was linear ; that is to say, it extended from the 
outer angle of the orbit, upwards and backwards, 
to the vertex. It began on either side of the 
head; usually it was limited to one side at a time, 
but occasionally it existed on both sides at once. 

It was so intense as to cause me to cry out, though 
I think that I bear pain fairly well. The character 
of the pain was peculiar. It was not like a severe 
headache, but was, as I have stated, limited in its 
lateral extent, and resembled rather the pain which 


would arise from a blow of a stone axe. I thought 
of cranial sutures; I recalled the distribution of 
cranial nerves; I pictured the course of middle 
meningeal vessels with their attendant sympathetic 
nerves. But none of these would coincide with 
the course and direction of the pain. The attacks 
lasted only, with brief interludes, a*, out 36 hours 
and then disappeared. I had no attendant vomit¬ 
ing. I am still wortdering ’ about the cause and 
the limited distribution of the pain, and I am 
doubtful of obtaining a satisfactory explanation. 

I also experienced a symptom which I have 
heard from patients, namely, a kind of dual per¬ 
sonality, I imagined myself in good health coming 
to visit a patient, whom I also recognised to be 
myself. I listened to his (my) tales of distress 
and tried to comfort and console him (myself). 
I saw myself, in professional garb, advising 'myself 
in pyjamas. Again, I imagined that I was lying 
out, on a bed, on a high Balkan mountain. There 
was a consultation; two military surgeons and 
my (second) self examined me as I lay in bed, 
and decided to send me to a lower altitude. In 
half an hour I was at Didcot Junction (again on 
the Great Western Railway), and I had been 
brought there by special train, with my second 
self in attendance on all the way. I shall look for 
this peculiar mental symptom in any severe case 
of influenza which I may see in future. 

In my hours of calm and of mental clearness 
! I experienced much depression combined with 
indifference to recovery. I knew that I was very 
ill; I felt that I might die, and yet I had no fear, 
no regrets, and no great yearning to get well again. 
There was nothing morbid about this—only a 
quiet indifference, a sort of “ what must be, must 
be. 7 ’ I reasoned to myself that I had made the 
best fight I could for those dependent on me, and 
j I did not repine. Except that I had a longing to 
J say “ Good-bye ” to my son, who is “ somewhere 
in France,” I did not fret or feel disconcerted. 
I have often noticed this indifference to life in 
others, and it is a common symptom in the 
disease. 

On the fourth day my temperature came down 
rapidly to 99*4° F., and I was practically over the 
fever. Appetite showed an inclination to return ; 
yet I could eat only the softest food (custard, 
poached egg, etc.) owing to my fissured and 
painful tongue. I was still dyspeptic and could 
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assimilate food only in the smallest quantity. 
<^ugh appeared rather to increase in severity; 
and expectoration, hitherto difficult and scanty in 
amount, was now easier and more abundant. 
Beyond being frothy and slightly tenacious, it had 
no diagnostic qualities. But another sign which 
was novel to me appeared at this date. I had 
pain and tepderness over the end of the left tenth 
rib and its cartilage. At first a local pleuritis was 
suggested, but stethoscopic examination disproved 
this. Then the idea of muscular fibres torn by 
coughing was mooted; but I could myself feel a 
distinct swelling of periosteum over the painful 
end of the rib. Beyond the pain and discomfort, 
especially during any turning movements of the 
body, this complication was really trivial. But as 
it persisted, and as the swollen tip of the rib and 
its cartilage became more palpable and evident, 
some local treatment appeared desirable. Iodex 
was at once a success. Applied every night for 
3 nights, it dispelled the pain and tenderness 
entirely. The iodex was gently rubbed into the 
skin over the painful part for 10 minutes until all 
discoloration of skin, due to the preparation, had 
disappeared. 

On the fifth day my temperature was normal in 
the morning and 99 0 F. in the evening. 

On the sixth day the temperature was normal 
both morning and evening, and convalescence 
may be said to have set in. 

Convalescence was remarkable for some events 
(a) which were common to this stage, and others 
(/>) which were uncommon. 

In the first category I may mention dyspepsia, 
loss of appetite, and taste for food and tobacco, 
constipation, and a desire tor alcohol. As regards 
appetite, no food could tempt me, and although 
I took sips of weak beef-tea and two eggs daily, 

I found myself getting thin and rapidly losing 
weight. I subsequently ascertained that I had 
lost over 14 lb. in weight. Even such foods, 
entirely liquids, as I could manage to swallow, 
were taken almost with loathing and disgust, as 
my palate was gone. Although I am very careful 
in prescribing alcohol for any patient, and although 
I personally consume only a small quantity in a 
year, I reluctantly acquiesced when a glass of j 
champagne was suggested. Its effect was speedily 1 
manifest. Food, which I had pushed aside, now j 
tempted me, and I was able to take a portion of 


pheasant with some relish. Faddists, many of 
whom have no great experience in treating patients 
recovering from a severe illness, may inveigh 
against alcohol as a remedial agent; but I have 
seen its good results in patients, and I have now 
experienced it myself. I am convinced that when, 
i after a severe illness, a patient is in the “dressing- 
! gown ” stage of convalescence, there is no remedy 
| in our pharmacopoeia which can compare with a 
i glass of good champagne. I am sure that my 
I recovery was hastened by it, inasmuch as it 
I induced me to eat food which at first seemed 
| almost repugnant. 

! I also suffered severely from constipation. 
Cascara taken at night, with a tumblerful of 
senna pod tea on the following morning, had 
desired results. But I am averse from driving 
the bowels and rather more in favour of coaxing. 
There appeared to be no peristalsis in the intes¬ 
tines ; the involuntary muscular fibres of bowels 
seemed to be in a state of paresis : they, too, had 
shared in the general muscular lassitude. Nux 
vomica was therefore prescribed and with excellent 
effect. The tincture is a more valuable prepara- 
j tion, in such cases as mine, than is the corre¬ 
sponding dose of liquor strychninae, oq account of 
| the brucia which it contains. Indigestion, which 
was very distressing during the acute stage of my • 
illness, still continued, though not so marked. 

It soon became evident that the carbohydrate 
group of foodstuffs presented the most difficulty. 

So, by cutting these down to a minimum, restricting 
myself to three slices of toast a day, and avoiding 
j farinaceous puddings and also potatoes, the stomach 
soon regained its tone and proper functions. 

Depression and weariness, though not so pro¬ 
nounced as during the stage of defeverescence, still 
continued, and there was a marked desire for alcohol 
or other stimulant. This was a new experience 
to me, as I am a consumer of only a very small 
quantity of alcohol, often passing weeks together 
as a total abstainer. But I am compelled to 
mention this symptom, as I have noted it in other 
patients, and in some instances I fear that it has been 
the cause orstarting point of intemperance. I had 
the determination to limit myself to one glass of 
champagne at lunch and at my evening meal. After 
a week I felt that I could do without this even 
and return to my ordinary mode of living. Tobacco 
was a drug, in every sense of the word. 'I'had no 
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desire to smoke, and, indeed, I had no palate for j 
it. It was fully a month after the fever had left j 
me that I ventured on a cigarette, and even then, i 
had I not known beforehand, I could not have 
told whether I was smoking Virginian or Egyptian I 
tobacco. 

The more uncommon events were noteworthy, 
but not numerous. A slight eczema, chiefly on 
the elbows and the nape of the neck, appears to 
have been cured. At any rate, it has disappeared 
and at present shows no sign of returning. 

My teeth became very sensitive to touch and 
also to cold. Mastication was somewhat painful; 
and a cold drink seemed to search out and find 
every possible spot of early caries. 

I have suffered for a number of years from a 
mild form of chronic bronchitis. It is, as usual, 
worse in the cold, damp months of November and 
December. Expectoration hitherto has been grey 
and lumpy, not unlike grains of boiled sago. 
Since my attack of influenza the expectoration 
has entirely changed in its characteristics. It is 
less in amount ; its sticky or gummy qualities have 
disappeared, and it has now become softer and is 
more easily expelled. 

Muscular wasting was a marked feature during 
convalescence. As stated above, I had lost weight 
considerably ; and this was not entirely due to loss 1 
of adipose tissue, but was also to be accounted for 
in a great measure by shrinkage of muscles. Bony 
ridges, hitherto obscured or felt with difficulty 
owing to good muscular development, were now 
prominent and easily defined. I became more 
easily tired; any extra exertion, such as walking 
or climbing a staircase, called a halt, not so much 
from cardiac warning as from real leg weariness. 
Nor was muscular weariness limited to the 
voluntary muscles. I have stated above that 
constipation was successfully combated with nux 
vomica. But a slight difficulty with the urinary 
bladder showed me that there was some deficiency 
of tone in the bladder sphincter. I could retain 
urine well enough and for a long period ; but 
when opportunity for micturition occurred there 
also arrived a sudden and urgent call, which, over¬ 
coming the sphincter muscle, allowed an escape 
of urine before I was prepared. This rather dis¬ 
concerting condition also disappeared as I gradually 
recovered and grew stronger. 

On the other hand, when convalescence was 


well established, I not only quickly regained my 
normal health, but I felt stronger and more fitt^ 
for work than I had done for the last 5 or 6 years. 
The mental condition appears also to be as *alert as 
ever. 

It may be urged that some of these conditions 
are not confined to the post-influenzal state, but 
that are met with in patients who have recovered 
from typhus, enteric, and, indeed, many other 
exhausting fevers. But I have not met with, nor 
have I heard of cases of recovery from, influenza 
in which these states were so apparent. Recovery 
was marked by a feeling of “ betterment ” to the 
entire system. When I was able to get about 
; again I felt stronger and better in every way. 
Digestion had not only returned, but had also 
improved on its powers as compared with my 
ordinary previous experience. I could walk better, 
and, in short, the fever appeared as though it had 
! burnt up all refuse matters in the system. 

In conclusion, I am surprised that I had no 
severe complications or after-results. 

The chief clinical features of this disease are, so 
far as I have been able to observe in myself and 
1 in others: (1) The sudden onset of the fever; 
(2) its rise to its acme on or about the second or 
third day; (3) the sudden fall in the temperature 
on the fourth day; (4) the wide extent of pains 
which are chiefly found in the fascial tissues ; 
(5) a flushed heavy countenance with injected 
conjunctive, as in typhus ; (6) acute indigestion ; 

(7) mental depression, with indifference to life ; 

(8) a feeling of improved health when convalescence 
has once been established; (0) complications which 
may be represented by affections of the respiratory, 
circulatory, and digestive systems, or by nervous 
breakdown or neurasthenia, leading to alcoholism 
in some, or drug taking in others. Therefore the 
disease is not fatal in itself; few patients die from 
it, but many perish from subsequent diseases or 
sequelae. I luckily escaped. 

Finally, I have to acknowledge my great debt 
i to my friend, Dr. George Johnston, for his assiduous 
care and attention during my illness. His treat¬ 
ment consisted, so far as drugs are concerned, 
in the aflministration of salines (nitrate of potas¬ 
sium and liquor ammoniae acetatis) with salicylates. 

: The troublesome cough was met by syrup of 
codeine in teaspoonful doses. Barley-water, with 
! orange-juice added, was a most grateful drink, 

1 and added not a little to my comfort during the 
I nights when the fever caused great thirst. Dr. 

I Johnston’s slfill was equalled by his great 
I sympathy and hi* care of small details. 
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THE USE OF ANTIMONY IN 
ANCIENT AND MODERN 
MEDICINE.* 

By R. HINGSTON FOX, M.D., M.R.C.P., 
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Hospital for Consumption, etc. 


After reference to the use of the black sulphide 
of antimony by Queen Jezebel and the fashionable 
women of antiquity for painting their eyebrows, 
allusion was made to Hippocrates and other Greek 
writers, who recommended it as a remedy in the 
form of a collyrium for the eyes, the “eye-salve ” 
of Rev. iii, 18. During the middle ages antimony 
was employed externally, both as an astringent to 
the eyes and also as a caustic in cases of cancer, 
haemorrhoids, etc. 

About the year 1600, the * Currus Triumphalis 
Antimonii,’ fictitiously ascribed to the monk, Basil 
Valentine, extolled the metal as an almost universal 
remedy. A long and bitter controversy arose, but 
although the use of antimony was banned by the 
official pharmacists, it came to be employed largely 
for various diseases in the two succeeding centuries. 
Several salts, especially the Kermes Mineral , or red 
sulphide, and diaphoretic, or calcined antimony, 
were used as eliminants, as purgatives, and for 
epilepsy and hectic fevers. The famous James's 
powder consisted mainly of antimonious oxide, and 
had a wide sale and a great repute for many 
generations. The Pulvis Antimonii Co. (Pharm. 
Lond., 1851), was an imitation of it, but the little 
squat bottles of the proprietary powder were still 
employed by practitioners 50 years ago, and may 
be still, in febrile cases, and were sometimes pre¬ 
scribed as Pulvis Jacobi Verus . /Fothergill, one 
of the best therapeutists of the middle of the 
eighteenth century, had a firm faith in antimony. 
He used the diaphoretic antimony, which lie was 
accustomed to combine with aloes, scammony, and 
colocynth, a combination known for long after¬ 
wards as Fothergill’s pill. It was found, however, 
that the calcined antimony was of uncertain 
strength, and that it was sometimes inert, especially 
when the soluble matter had been removed by 

• A paper, partly in abstract, read before the Hunterian 
Society, December 13th, 1916. 


| “ washing ”—Fothergill prescribed it “ unwashed ” 
i —it was therefore omitted from the pharmacopoeia, 
j after his time. 

I The well-known Plummer's pill, Pil. Hydrarg. 

| Subchlor . Co., was devised by the respected Pro- 
| fessor of Chemistry at Edinburgh, whose name it 
! bears, about 1730-40. It contained calomel 
i Antimonium Sulphuratum, and guaiacum, made up 
J with treacle. The chief use of this pill was 
apparently in chronic disorders of a plethoric and 
j perhaps a gouty type, where eliminants seemed to 
be needed, and the antimony was also thought to 
quiet the circulation. Cullen, in 1789, deals at 
considerable length with the preparations of this 
celebrated medicine, as he styles antimony, and 
lays stress chiefly on their use as emetics and 
diaphoretics. 

At the end of the century some of the French 
school brought antimonials into use in the treat¬ 
ment of inflammations, and especially in pneu¬ 
monia. Rasori (1799) sa ’d that these remedies 
“exhaust the diathesis of the stimulus.” This use 
of antimony for inflammation attained much cre¬ 
dence, an^ held the field among the best authori¬ 
ties in medicine during the earlier decades of the 
1 last century 7 . Evidences of its influence are still 
found to-day. The practice had at least this 
certain fact as a foundation, and it was brought out 
by Louis in statistical form, that more patients sick 
of pneumonia recovered under this regimen than 
under that of blood-letting, which antimony had 
displaced. 

The remedy had a fascination for some.medical 
minds. Dr. Archibald Billing, who was on the 
staff of the London Hospital from 1822-45, 
used it constantly; it constituted a “heal all” in 
his practice. It was, he said, “one of the most 
useful of all medicines,” and he seems to have 
used it in all complaints attended with fever. 
Thus in a case of acute septic poisoning he 
ordered i grain of tarter emetic every quarter hour 
until vomiting occurred, and then two-hourly. 
It had been, he averred, the salvation of thousands. 
His clinical records have, too, a convincing aspect, 

| and suggest the thought that men who give them¬ 
selves to one special remedy do sometimes acquire 
a skill in handling it, and get much more out of it, 
as it were, than others are able to effect. Sir 
Thomas Watson {1848) regarded tartar emetic as a 
very valuable remedy in some forms of inflam- 
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matory disease; it subdued the circulation in j 
like manner to venesection, and continued the effect 
of the latter, especially in inflammation of the air- 
passages. Graves (1848) used it much in fevers, 
and believed that in these diseases antimony and 
opium might often save life. Pereira, in 1839, 
summed up current opinion, saying that the value 
of antimony as an antiphlogistic was almost uni¬ 
versally admitted, and that it was a most powerful | 
remedy in the treatment of inflammation/ Trousseau j 
(1861) averred himself a moderate supporter of j 
the same doctrine ; the drug, in his view, had a ! 
toxic action on the heart and lungs, the pulse 
became slower and weaker, and less blood circu¬ 
lated through the lungs, giving these organs a 
relative repose, comparable to that bestowed on a 
fractured limb. The antimonial treatment of 
pneumonia, he said, had been ‘violently attacked 
and inordinately extolled ; but it had at last taken 
its place in the domain of therapeutics. He 
gave the Kermes in pneumonia, as much as 4 gr. 
in the day, often combined with digitalis, and 
sometimes with laudanum. 

But other clinical observers, especially in 
England, watching disease with an open mind, 
free from ^preconceptions as to remedies, found 
that pneumonia had a natural tendency to recovery, 
and that when the influence of antimony was fairly 
tested it hindered instead of helping this result. 
This was the experience of T. King Chambers 
{1863); it was, he considered, a treatment attended 
with risk; antimony lowered the vitality of the 
patient, and was in fact a poison in pneumonia, j 
The treatment of acute inflammatory diseases by j 
antimony was gradually discontinued during the 
latter half of last century, excepting that the anti¬ 
monial wine in small doses held its place in the 
respiratory catarrhs of children. But many prac¬ 
titioners may still be found who have a lingering 
belief in its wider application. 

Turning to the use of antimony in chronic dis¬ 
orders, as a so-called “alterative,” Cullen (1789) 
defines Aiterantia as medicines suited to change 
the condition of the blood from a morbid to a 
sound state, especially to correct or clear the blood 
from impurities. But when he comes to classify 
his medicines he says: “ As I have no proper 
doctrine to deliver under the general head of 
Aiterantia I proceed to the particular state of 
alteration.” Pereira (1839) arranges medical agents 


in three classes—Stimulants, Contra-stimulants, 
and Alteratives. The alteratives produce some 
change in the organic textures, and consequently 
alteration of function. They include, he says, 
nearly the whole of the materia medica. 

The theory of alterative action took a firm hold 
of the medical mind. It was a cloak for ignorance, 
no doubt; yet there, may have been, in the case of 
antimony and other drugs, empirical facts which 
underlay the belief.e/With the growth of scientific 
therapeutics these ill-understood remedies tended 
to be discarded, and gradually antimony has fallen 
into the background and has been forgotten, save 
for the occasional prescription of the wine in 
catarrhs. The drug has come to be left, in London 
at any rate, to the veterinary surgeons, who give it 
to horses to improve their coats. Plummers pill 
is very seldom prescribed, at any rate in London, 
but I am told that it is sometimes administered in 
chronic irido-cyclitis, the origin of which is sus¬ 
pected to be of a syphilitic nature. The late Sir J. 
Hutchinson used to give small doses of the wine 
in some skin affections, and it has lately been 
recommended by Mr. Willmott Evans in dermatitis 
herpetiformis; he gives doses of from 3 to 
10 minims, and it has, he says, a marked influence 
on the disease, especially in allaying itching.* It 
is also given in lichen planus. 

Modern chemistry, which has shown that anti¬ 
mony is a triad element, ranging with nitrogen, 
arsenic, and bismuth, has led to its trial in some 
disorders which are more or less amenable to 
arsenic. The most striking instance is in the case 
of certain diseases due to the presence in the blood 
of animal organisms belonging to the class of 
protozoa, or allied therewith. It was found that 
the trypanosoma, the parasite of sleeping sickness, 
is influenced by arsenic. Seeking to obtain a more 
effectual agent for the destruction of this parasite, 
Prof. Cushny was led in 1907 to try antimony. He 
used at first a compound of the metal with glycine, 
and later tartar emetic or its sodium analogue, 
injecting the remedy into rats affected with the 
disease, with the result that the parasites were 
destroyed, and in *23 cases out of 25 there was no 
recurrence. A like success was soon attained in 
! the human subject. It was found advisable to 
give both arsenic and antimony, in alternation, 

* ' Trans. Roy. Soc. Med./ VIII. Derm. Sect., p. 21S. 
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thus avoiding any irritant or caustic effects.* This 
treatment has now been used in many instances, 
and the dread disease of sleeping sickness, the 
scourge of some parts of Africa, has thus been 
brought under control. 

The following case has come under the writer’s 
observation. C. H—, a woman, set. 36 years, 
returned home from missionary work in Nigeria 
suffering from occasional attacks of severe pyrexia, 
which were uncontrolled by quinine. . Several 
groups of lymphatic glands were enlarged—supra¬ 
clavicular, axillary, and inguinal—as was also the 
spleen, and a mitral presystolic murmur waspresent. 
Later a curious fugitive ringed erythema rash, with 
areas of oedema, appeared on the shins. The 
blood was repeatedly examined, and was normal 
save for some excess of lymphocytes. No trypano¬ 
somes were at first found. She was at this time 
under the care of Dr. (now Lieut.-Col.) Basil 
Price. Her symptoms gradually increased, the 
fever attacks becoming frequent and acute, and 
at length, nearly two years after her return, trypano¬ 
somes were discovered in her blood by Dr. C. W. 
Daniels. She was at once treated with arsenic 
and antimony alternately, three intravenous injec¬ 
tions of the latter drug being given. She was 
kept under the influence of these remedies, soamin 
(3 gr.) being given intramuscularly on. alternate 
days, and antiluetin (gr. -§), of which more presently, 
every night. The parasite soon disappeared from 
the blood, and when seen 9 months later her 
symptoms had entirely subsided, except that some 
neck glands were still slightly enlarged. She was 
able to return in good health to her work in 
Nigeria after 18 months’ treatment, but this is to 
be continued by Dr. Daniels’ advice for a total 
period of two years. The trypanosomiasis had not 
in this case advanced so far as the stage of sleeping 
symptoms, but it was otherwise well marked and 
he periodic fever of no little severity. The com¬ 
plete recovery under antimony and arsenic was 
v^ery satisfactory. 

/ In that chronic irregular fever, so fatal in the 
East, known as Kala-azar, the parasite is protozoan, 
and here, too, antimony has been given with success 
by Sir Leonard Rogers. 

* Ctishny, in ‘ Trans. Roy. Soc. Med.,’ I, Therap. Sect., 
pp. 26 , 27; II, Therap. Sect., 52 ft'. Mr. PI inline r, Dr. 
'Thompson, and Mr. Cantlie were also associated in this 
therapeutic discovery. 


The spiroc/ucta of syphilis is closely allied to the 
protozoan parasites, and arsenic in the form of 
salvarsan has been proved to be a true antidote. 
A Japanese observer, Tsuzuki, has lately used a 
combination of antimony oxide and the acid 
tartrate of potassium and ammonium, known under 
the name of antiluetin, in syphilis with marked 
results; it is given hypodermically.* 

Another disease, Yaws, which apparently depends 
upon a spirochaete, has been treated with antimony 
by Captain H. S. Ranken. The metal^ in fine 
division, was injected into the veins in 10 cases, 
and all were cured.t 

There appears, therefore, to be an important 
medical use for antimony alongside of arsenic in 
acute and chronic protozoal and allied diseases. 
In some of these it is more effective than arsenic, 
and the two drugs seem often to be useful in 
combination or in alternation. 

As regards its use in other chronic disorders, 
some of the best physicians in the last and pre¬ 
ceding centuries gave antimony in small doses, 
which would neither purge nor cause vomiting, 
with a view to a gradual “alterative” action in 
chronic states of disease. It was sometimes also 
called “ deobstruent,” because it was believed to 
dissipate and disperse humours and collections 
which were obstructing the natural canals and 
vessels of the body. We now know that many of 
these chronic disorders are the result of old in¬ 
fections by pathogenic microbes, and the sugges¬ 
tion is not unreasonable that the cases in which 
antimony was found, empirically, to do good were 
instances of chronic infection in which the organism 
was susceptible to the influence of the drug. This 
question is worthy of further observation and 
experiment, for modern therapeutic science has 
begun to justify the old use of antimony, at any 
rate in certain types of disease. 

The value of antimony in acute disease, once so 
much esteemed, may prove to be chiefly limited to 
disorders in which certain parasites are present. 
Yet the practice of giving minute doses of tartar 
emetic in sthenic pulmonary and other fevers until 
vomiting is produced is worthy of remembrance. 
Emesis is seldom now purposely resorted to, yet 


* ‘ Deutsch. Med. Woeh.,’ 1913, p. 9S5. 
t Paper read before the Royal Society. See ‘ Brit. 
Med. Journ.,’ 1913, i, p. 34 °- 
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every medical man meets with instances in which 
an act of copious vomiting, spontaneously or 
accidentally induced, has relieved a patient. This 
relief may come from the emptying of clogged bron¬ 
chial tubes Which accompanies vomiting, or the 
actual clearance of the stomach and duodenum | 
may leave the chylo-poietic viscera free to act. j 
Hence the old practice of administering an emetic j 
early in a febrile disorder is, in certain selected 1 
cases, a good one. Debility, whether general or 
especially cardiac, would forbid it. In a case of 
very feeble heart, known to the writer, death was 
occasioned by a paroxysm of vomiting. When 
antimony is used in the minute doses suggested, 
its effect should be carefully watched ; in somg 
cases it may be sufficient to reach the stage of 
nausea with its attendant flow from the respiratory 
mucous membranes. 

According to Prof. Garrigou, the well-known 
French hydrologist, many natural arsenical waters 
in France, Germany, and elsewhere contain also 
small quantities of antimony, although the analyses 
commonly quoted do not show its presence. He 
states that the warm springs of Bagnkres de 
Bigorre and of Dax, in particular, have been 
resorted to with advantage in certain cardiac 
affections in which the quieting action of antimony 
upon the heart and respiration was desired. * j 

Gonorrhoeal Eruption. —Rasch reports the case 
of a lad, aet. 16 years, admitted to hospital suffering 
from gonorrhcea complicated by balano-posthitis, 
metastatic double conjunctivitis, and inflammation 
of both interphalangeal joints of the right ring- 
finger. Eight days before a shotty eruption 
appeared on the right hand. The dorsal aspect 
of the hand and fingers showed 25 papules, up to 
the size of a lentil. They were brownish-red, and 
some were covered by a transparent, grey, smooth 
crust. The papules from which this crust had 
fallen or been scratched off showed slight hyper¬ 
keratosis and pitting in the centre. Phis is an 
example of the pseudo-vesicular hyperkeratoses of 
gonorrhoea, the transparent crust at first glance 
giving the impression of a vesicle.— Hospitals - 
tidcnde, p. 386. 


An Introduction to Dermatology. By Nor¬ 
man Walker, M.D., F.R.C.P., and R. 

Cranston Low, M.B., F.R.C.P. Sixth 
Edition. Edinburgh and London : W. Green 
& Sons, Ltd., 1916. (Demy 8vo, pp. 38 e 
63 plates, 84 figures. 15 s. net) 

This book is practically a reproduction of the 
lectures delivered to Edinburgh students, and its 
growing popularity is shown by the fact that this 
is the sixth edition. An improvement on its pre¬ 
decessors is the increased number of plates, a 
large proportion of which are coloured. The 
classification of skin diseases is modelled on the 
lines of Unna’s “ Histopathology of the Skin.” 
Under the heading of Diagnosis some points are 
given which, especially to the inexperienced, 
should prove invaluable. A careful study of this 
chapter will give help towards avoiding numerous 
pitfalls. With regard to internal treatment the 
author makes some sage remarks on drugs : for 
example, on arsenic, its administration and fre¬ 
quent maladministration. He considers its chief 
role is in diseases such as pemphigus and some 
dry forms of skin inflammation. In the vesicular 
catarrhs of the skin he deems its use injurious. 
He is of opinion that the organic compounds of 
arsenic, such as the cacodylates, have no particular 
efficacy. On the subject of inunction of mercury 
he is in line with other dermatologists in ascribing 
its results to the volatilisation of the drug by the 
skin and its subsequent inhalation as vapour. He 
utters a word of caution regarding the haphazard 
use of salvarsan, and states that he has occasionally 
used “ Johu,” injected intramuscularly, with good 
results. In vaccine therapy he holds that a stock 
vaccine may be employed, provided the vaccine 
is prepared from the specific organism causing the 
disease. He eulogises the use of radium in the 
early stages of rodent ulcer. All the more common 
skin diseases are fully treated and, on a less liberal 
scale, those forms which are rarer but sometimes 
baffle the general practitioner. We cordially re¬ 
commend the book as a practical and comprehen¬ 
sive manual to practitioners and students. 


• Garrigou, ‘ Therapeutique et Clinique Hydrobalneaires 
des Pyrenees,’ 1896, pp. 33, 43. 
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A CLINICAL STUDY OP TWO TRAUMATIC 
LESIONS OF THE CENTRAL 
NERVOUS SYSTEM. 

(1) FRACTURE OF BASE OF SKULL WITH 
CONTRECOUP HEMORRHAGE; (2) FRAC¬ 
TURE OF THIRD LUMBAR VERTEBRA 
WITH COMPRESSION OF CAUDA. 

By P. G. SKILLERN, JR., M.D., 

Philadelphia, Pa., U.S.A. 


The surgery of the central nervous system is of 
1 comparatively recent development, and still offers 
untilled fields for clinical observations and deduc- 
J tions of practical importance. All cases, therefore, 

1 that may shed light upon the intricate and often 
baffling problems of this system deserve a place 
; in the medical literature of the day. 

I Case i.— Clinical summary. —Subdural haemor¬ 
rhage (R.), contrecoup to basal fracture (L.): (1) 

1 Ligation of external carotid artery; (2) sub- 
temporal decompression (Cushing). Result: Re¬ 
covery from nervous lesion ; death from pneumonia 
on seventh day. Necropsy findings. 

1 J. P—, male, white, single, aet. 34 years, paper- 
hanger, was admitted to Polyclinic Hospital as 
an emergency case on October 21st, 1916, at 
8 30 a.m. Service of Professor G: P. Muller. 

History of injury .—In a street brawl the patient 
received a fist blow upon the left malar bone, and 
i was knocked down. He fell backward, striking 
' his head against the asphalt pavement. This 
j pavement trauma was received ^ in. to the left of 
the external occipital protuberance. He was im- 
I mediately rendered unconscious, and remained so 
| for about 10 minutes. Bystanders stated that he 
lay drawn up and fixed in a spasmodic state until 
he was picked up and conveyed to hospital. 

Condition on admission. —The patient arrived 
apparently perfectly conscious and rational, but 
was plainly under the influence of liquor. He 
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did not complain of any pain, and wanted to go 
home. He gave his name, made some remarks 
about what had happened, and said he felt all 
right except that he was drunk. He was undressed 
and put to bed for observation. When he had 
been in bed but a short time it was noted that he 
was very restless, rolling from side to side of the 
bed. After the lapse of a short time he began to 
groan with headache, which was severe and pro¬ 
gressively increasing in intensity. He vomited 
once, the vomit being streaked with blood. 

Condition 7 hours after admission (notes by 
another observer).—When spoken to the patient 
answered questions correctly, but talked slowly, 
and had a staring expression. Upon attempting to 
get out of bed he reeled, and had to be helped 
back into bed. At 9.30 he had his first con¬ 
vulsion, which was confined to the left side (face, 
upper limb, lower limb). Convulsions continued 
at intervals of about 5 minutes. The left cheek 
was puffed out, and gave evidence of facial 
paralysis. The left upper limb, too, became pro¬ 
gressively flaccid. 

Physical examination on admission revealed a 
contusion of the left malar bone (periorbital), with 
puffiness, later ecchymosis, of overlying skin. 
There was also a contusion on back of head to the 
left of the external occipital protuberance. From 
the left external auditory canal there was free 
bleeding, which had a great tendency to coagulate 
at first, but later the fluid appeared less in quantity, 
although thinner and more watery, with almost no 
tendency to coagulate. The pupils at this time 
were equal and reacted to light and to accommoda¬ 
tion. There was no impediment to speech, no 
retraction of mouth, nor any other evidence of 
paralysis as yet. 

At 12.15 P- m -—about 10 hours after the acci¬ 
dent—the patient was first seen by the operator. 
He was in a lethargic stupor, but responded slowly 
to questions. As he lay in bed the most notice¬ 
able feature was that in his restlessness he could 
toss about with all limbs except the left upper; 
when raised from the bed by the examiner this 
extremity fell limp upon the bed like a leaden 
weight. Turning now to the face, it was noted 
that the left pupil was narrower than the right; 
that the tongue protruded toward the left; and 
that when the patient grinned to show his teeth 
the left angle of the mouth moved to the opposite 


instead of the same side. Respirations were 
regular in both rate and depth. Pulse was full, 
and at the rate of about 90 beats per minute. 
Blood was trickling slowly from left external 
auditory canal, and was mixed with cerebro-spinal 
fluid. Battled sign was present over the left 
mastoid process. 

Interpretation of case. —The free interval between 
the primary period of unconsciousness and the 
onset of first convulsions and then paralysis of 
left upper limb and left side of face, including the 
tongue, suggested intracranial haemorrhage involv¬ 
ing lower portion of right precentral gyrus. Com¬ 
pression was shown further by irregularity of pupils 
and the lethargic stupor, and increasing com¬ 
pression and irritation by the continuance of the 
convulsions. It was probably a contrecoup injury, 
since the vulnerating force (striking head against 
ground) was received upon the left side of the 
external occipital protuberance. The bleeding 
from left external auditory canal and pharynx (he 
spat up blood even before onset of convulsions, 
so not caused by biting tongue), the escape of 
cerebro-spinal fluid, and Battled sign on the left 
side indicated fracture of skull, involving left 
temporal .bone. Whether the facial palsy was 
the result of direct injury to the facial nerve by 
this fracture, or was part and parcel of the right 
precentral gyrus compression, or both, was a pre¬ 
operative problem. Whether the right sided intra¬ 
cranial haemorrhage was extra- or sub-dural, was 
another problem. The pulse rate being below 120 
a minute, signs of extensive brain laceration and 
compression of medulla being absent, and signs 
of continuance of intracranial bleeding being 
present—these were considered justifiable indica¬ 
tions for immediate operative interference. The 
operations decided upon were, first, ligation of the 
external carotid artery, and, secondly, Cushing's 
subtemporal decompression—both on right side. 
The object of the ligation was to check the 
supposed middle meningeal haemorrhage until 
the skull could be opened, and also to give a 
haemorrhage-free approach to the brain, thus 
saving time. 

Operation (10 hours after admission, October 2 ist, 
1916, 12.30 to 1.40 p.m.).—Ether anaesthesia (3 oz. 
in all used). Head shaved. Iodine skin and scalp 
preparation. Right external carotid artery exposed 
by usual incision along anterior border of sterno- 
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mastoid with centre opposite greater cornu of 
hyoid, and ligated just above origin of superior 
thyroid by Ballance-Edmonds method, a double 
heavy white silk ligature being used. The wound 
was hastily closed by a continuous suture of 
chromic catgut, including deep fascia and skin. 
No drainage was inserted. 

The right temporal region was now isolated as 
an operative field, by towels secured by clips. A 
vertical incision was made £ in. in front of ear 
through scalp, temporal fascia, and underlying 
temporal muscle (in direction of its vertical 
fibres), and epicranium; the incision turned out 
to be 4 in. in length. There was no arterial 
bleeding from the soft parts, but some venous 
oozing. On retraction of wound-edges the middle 
portion of the temporal fossa was exposed, between 
the temporal ridge above and the pterygoid ridge 
below. With a Hudson burr a small trephine 
opening was made, and with rongeurs the margin 
of bone was gradually bitten away until an area of 
dura of one-half the size of the palm of the hand 
was exposed. There was no extradural blood-clot. 
In the lower portion of the field, just above the 
base of the middle fossa, the dura was darker and 
bulged; on incising the dura at this site % oz. of 
cerebro-spinal fluid escaped, and on retracting the 
edges of the dura a soft, lenticular blood-clot was 
found, in relation with lateral margin of brain 
(inferior temporal gyrus, extending upward to 
lower portion of precentral gyrus). Acute trau¬ 
matic oedema was noticeable. The cerebro-spinal 
fluid gushed out under tension. No bleeding 
meningeal or cerebral vessel was encountered. 
The brain surface—still covered by pia-arachnoid 
—appeared normal, and was not disturbed, apart 
from gently mopping away the fluids with dry 
gauze. The dural flaps were then removed, 
enough margin being left to protect brain from 
gouged bone-edges. The temporal muscle was 
allowed to fall back into place, and its superficial 
fibres—together with the temporal fascia—were 
sutured with continuous chromic cat-gut. The 
scalp-edges .were apposed with continuous suture 
of fine silkworm gut. No conduction drainage 
was instituted. The left external auditory canal 
was now swabbed with iodine, a cotton pellet was 
inserted, and a dry gauze pad was applied. Dry 
gauze pads were applied also to the neck and to 
the cranial wound, all three pads being secured I 


by a gauze bandage. Patient’s condition at end of 
operation good. 

Post-operative course .—As the patient came out 
of ether several convulsions took place, at first 
general, then localising to neck muscles and masti¬ 
catory muscles. He then began to toss about 
somewhat, and acted as though drunk, which, in 
fact, he still was, the ether being superadded to 
the alcohol intoxication. As he tossed about it 
was noted that full power had returned to the left 
upper limb, and examination of face showed the 
left pupil still contracted, and that the tongue 
protruded straight, but the left facial palsy showed 
no improvement. The patient protruded the 
tongue upon request, showing that consciousness 
was restored. His limbs were bound to the bed, 
opium was administered, sodium bromide and 
chloral by rectum were given, continuous saline 
proctoclysis, gag placed in mouth, and the order 
was given for hot wet pack if a convulsion re¬ 
appeared. 

The sole nervous sign to persist after the de¬ 
compression operation was left-sided facial para¬ 
lysis. The patient’s restlessness continued. He 
tugged at his dressings and finally had to be placed 
in a strait-jacket. On the fourth day after 
operation, signs of delirium tremens appearing, 
spinal puncture was performed. The cerebro¬ 
spinal fluid was under very low tension, as the 
manometer demonstrated. Two cubic centimetres 
of blood-tinged cerebro-spinal fluid were with¬ 
drawn, the puncture being made between the 
third and fourth lumbar vertebrae.* There w'ere 
now inserted into the subarachnoid space through 
the same needle 2 cubic centimetres of 25 per 
cent, sterile solution of magnesium sulphate. Soon 
after this dose was given the patient became quiet 
and rational. On the evening of the sixth day 
after the first operation he developed signs of 
basal pneumonia; he sank very rapidly, and died 
18 hours later. The terminal symptoms were 
those of acidosis. 

Necropsy findings .—For reasons of medical 
jurisprudence the case came to necropsy, which 
was performed by the coroner’s physician, Dr. 
Wadsworth. The operation site was first inspected. 
The scalp and underlying temporal muscle had 
healed per primam intentionem. The brain at the 

* Subsequent bacteriological examination showed this 
I fluid to be sterile. 
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site of decompression showed no superficial signs 
of trauma. There was no undrained fluid in the 
operative field. On making horizontal section of 
the temporal lobe opposite the decompression 
foramen, the brain tissue was found lacerated by 
a fairly extensive haemorrhage, which was not 
visible, however, when the brain was seen from 
the surface. There was a limited amount of blood 
at the base of the brain, in both the middle and 
the posterior cranial fossae. Examination of the 
left parieto-occipijtal suture showed that the vulne- 
rating force of the pavement trauma had followed 
this suture (which was somewhat sprung) to the 
beginning of the sigmoid sinus, had fractured the 
floor of this sinus at the site where it turns down¬ 
ward, and had then passed across the temporal 
bone just in front of and parallel with the groove 
for the superior petrosal sinus, disappearing at the 
foramen lacerum, or carotid canal. There was a 
definite rent in the temporal bone involving the 
eminentia arcuata and the aquaeductus Fallopii, 
and tearing asunder the facial nerve. Both lungs 
showed a well-marked basal pneumonia of the 
hypostatic congestion type. 

Comments. —This case presents many interesting 
features for analysis. In the first instance, so un¬ 
usually definite and clean-cut were the signs of 
cranial and cerebral injury that but little addi¬ 
tional light was thrown upon the ca$e by either 
operation or necropsy findings. Operation dif¬ 
ferentiated the haemorrhage as a subdural one. 
Necropsy showed a haemorrhage within the right 
temporal lobe, for all practical purposes a silent 
area of the brain, seeing that at no time was the 
patient in suitable condition to permit tests of the 
finer functions of the sensorium to be carried out. 
As this haemorrhage had been fully decompressed, 
the presence of the subcortical clot bore no further 
practical surgical significance. 

The second point—and, indeed, one of much 
practical importance—is that the extent of the 
trauma and the correlated lesions showed the 
futility, hopelessness, and impotence of such an 
operation as the classic trephining of the skull for 
ligation of the middle meningeal trunk or one of 
its branches alone. To make such a peep-hole J 
into the skull just to tie a blood-vessel and do 
nothing else is, in my opinion, to be condemned 
just as strongly as the practice of making “ button¬ 
hole ” incisions through the abdominal wall. To 


tell whether the trunk, the anterior branch, or the 
I posterior brandh of the middle meningeal artery 
'is bleeding, and to place the trephine opening 
accordingly, is all very pretty in text-books, but 
when it is hard before operation to distinguish an 
extra- from a sub-dural haemorrhage, as obtained in 
this case. Such refinements of localisation do not 
help one confronted with an actual living (or 
rapidly dying !) and internally bleeding patient. 
On the contrary, one should be only too glad that 
one can safely remove large areas of skull for 
exploratory purposes. 

Pursuing still further the question of control of 
middle meningeal haemorrhage, the middle menin¬ 
geal artery is at best most unfavourably situated 
anatomically for the direct application of a liga¬ 
ture. It can never be predetermined whether the 
vessel runs ip a bony canal or in a dural canal, and 
if the former, the vessel is liable to be still further 
lacerated by the trephine, arid the bleeding still 
more difficult to control. How much more rational 
it is to stop middle meningeal hcemorrhage by liga¬ 
tion of the external carotid artery ! This operation 
is easily and quickly performed ; it has no mor¬ 
tality ; it does not deprive vital centres of their 
blood-supply. The vessel is readily reached for 
purposes of ligation through an incision opposite the 
greater cornu of the hyoid bone, at the lower border 
of the posterior belly of the digastric muscle. The 
ligature should be applied just above the origin of 
the superior thyroid artery, lest retrograde thrombus 
extension into the internal carotid should ensue. 
Not only is middle meningeal hcemorrhage imme¬ 
diately checked ; the scalp , temporal muscle and bone 
are rendered bloodless , so that artery forceps, liga¬ 
tures, and bonewax may be dispensed with in the 
decompression operation, with great saving of time 
and of the necessity of attention to small details 
when the stakes are so big ! 

As to the type of cranial operation, it was 
evident that there were two lesions which played 
the major rdle —the left-sided basal fracture and 
the right-sided contrecoup haemorrhage compres¬ 
sion, with focal signs in the lower portion of 
the precentral gyrus, in the cortical centres for 
movements of the face, tongue, and upper limb. 
Thus there arose three definite operative indica¬ 
tions, (<2) to check the haemorrhage if the source 
could be reached ; (b) to remove clots and evacuate 
accumulated fluids; (c) to enlarge the cranial 
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cavity, so as to afford more room for the brain by 
free decompressive bone removal. Of the opera¬ 
tions which would fulfil all three indications in the 
shortest possible time, the simplest seemed to be 
Cushing’s subtemporal decompression. Since the 
first operative indication had apparently already 
been fulfilled by empiric ligation of the external 
carotid, the middle meningeal artery as it crossed 
the operative field could be ignored altogether. 
Instead of making the curved anteroposterior 
incision recommended by Cushing, the advantage 
of which is probably that of the “gridiron” prin¬ 
ciple, a vertical incision was made just in front of 
the ear, the scalpel cutting directly down to the 
bone parallel with the middle vertical fibres of the 
temporalis muscle. Because the external carotid 
artery had been ligated, the blood-flow in the 
temporal (both superficial and deep) and occipital 
arteries was completely cut off, so that neither 
artery forceps nor ligatures had to be applied 
to the vessels of the scalp, thus effecting a great 
saving of time—perhaps 15 minutes. 

The blood-clots were found, as usual, at the 
most dependent point, namely, in the angle where 
the squamous springs from the petrous portion of 
the temporal bone. Whenever the skull is opened 
for hcemorrhage in this region the search for blood 
clots should be continued until this dependent posi¬ 
tion has been freely exposed and explored . The 

free removal of bone over a wide area does more 
good than harm, and prevents harm from being 
done by overlooking blood-clots . The free decom- j 
pression thus obtained also does more good than 
harm, for one is playing on the side of safety, since 
one cannot explore the cranial cavity for a lesion 
so extensively as one can the abdominal. The 
wound was closed without the insertion of drain¬ 
age, lest infection should supervene. The discharge 
of cerebro-spinal and tissue fluids through the 
loosely-sewed wound was free, however, the dress¬ 
ings for the first 48 hours being saturated. 
Doubtless, after this time, still more fluid was taken 
up by the active lymphatics in the temporal muscle 
and fascia, this infernal drainage being an impor¬ 
tant feature of the operation, in view of the extent 
of the acute traumatic cerebral oedema present. 
The principle is the same as that upon which 
permanent internal drainage of ascitic fluid, hydrops 
articuli, etc., is based. Necropsy—6 days after 

operation—showed the operative field well-drained, 


free from clots and infection (bacteriologic exami¬ 
nation of cerebro-spinal fluid on fourth day after 
operation proved negative), and a normal process 
of healing well established. 

The haemorrhage in the right temporal lobe, 
found at necropsy, did not manifest itself by 
clinical signs, for two reasons. In the first instance, 
this lobe was directly covered by the decom¬ 
pression foramen with its elastic muscular flap, so 
that undue pressure upon the structures mesial to 
the haemorrhage area was prevented, not only in 
this manner, but also by escape of some of the 
blood into the inferior horn of the lateral ventricle. 
In the second place, this area received the im¬ 
pulses from the left cochlea, but owing to the 
fracture of the left temporal bone, the patient was 
deaf “peripherally,” and thus the right temporal 
lobe was “ silent ” for two reasons. 

It was stated above that it could not be deter¬ 
mined before operation whether the left facial 
palsy was part and parcel of the right precentral 
gyrus compression alone, or was due, in addition, 
to laceration of the facial nerve by the fracture 
of the left temporal bone ; that it was due to both 
was shown first by the facial palsy being the only 
one that failed to clear up as the result of the 
decompression ; and secondly, by the necropsy 
finding of direct implication of the nerve in the 
line of fracture of the temporal bone, and its 
laceration from that cause. 

The Battle sign appeared very rapidly, the 
discoloration being very noticeable at the time of 
operation. The line of fracture ran directly across 
the # floor of the sigmoid sinus ; whether or not this 
hastened the appearance of the sign was not 
; determined. When a dural sinus is lacerated the 
| sinus pressure of the blood diminishes the chance 
1 of its free escape from the fibro-osseous canal, and 
for the same reason haemorrhage from such a 
! source is readily controlled. 

Of great importance in this case was the employ- 
( ment of. antiseptic agents to prevent infective 
j meningitis. There were two known pathways for 
| bacterial entry—the left external auditory canal 
! and the operative wound. The former was swabbed 
1 with tincture of iodine, packed lightly with a tuft 
1 of sterile dry cotton, and covered with a square of 
| sterile gauze. The latter was Kept bacteria-free 
by observing the usual operative aseptic precau¬ 
tions and by not inserting a drain into the wound. 
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Beginning the day after operation the patient was 
given hexamethylenamio, 30 gr. 3 times a day, for 
the double purpose of rendering the cerebro-spinal 
fluid bactericidal and of minimising the chance of 
urethral fever occurring in case catheterisation had 
to be employed. 

The spinal subarachnoid injection of sterile j 
25 per cent, magnesium sulphate solution—1 c.c. 
to every 25 lb. of body weight—has been success¬ 
fully employed at the Philadelphia Hospital in 
cases of delirium tremens. It had an instantaneous 
effect in quieting this patient. At times transitory | 
hemiplegia follows such treatment: this must be 
rather beneficial, for it immobilises one half of the 
body. Latterly a similar result has been attained 
by purging briskly with Epsom salt. 

In its clinical course this case was a classic, and 
much credit is due the House Officer for having 
insisted upon detaining the patient in hospital for 
purposes of observation and awaiting developments. 
That the patient died does not depreciate the 
value of the case as a clinical study, and the 
necropsy findings were of much importance. It 
has been estimated that in cases of fracture of the 
base of the skull over one-half of the fatalities 
occur within 12 hours, and that only 15 per cent, 
die after the second day. In this patient the 
effects of the central nervous system trauma had ! 
been effectively combated by early and thorough j 
operation and careful nursing, and that he should 
have succumbed to basal pneumonia of the alco- ! 
holic type on the sixth day after operation is ; 
merely one of the hazards of surgery upon this 1 
class of patients. j 

Case 2.— Clinical summary .—Fracture of third 
lumbar vertebra with posterior arch compression 
of cauda equina—spinal decompression. Chronic 
visceral syphilis yielding 3 + Wassermann reaction. 
Recovery from nervous lesion ; death from syphi¬ 
litic myocarditis on nineteenth day after operation. 

E. N—, male, negro, widower, aet. 30 years, 
labourer, was admitted to Polyclinic Hospital as 
an emergency case on September 9th, 1916. Ser¬ 
vice of Professor G. P. Muller. 

Condition on admission .—Shock ; concussion of 
brain3 paraplegia. 

History of accident .—While at work a beam, 

4 in. x 10 in. x 25 ft., fell from a height of about 
12 ft., striking patient upon head 3 then a mass of 


scaffolding fell upon his back, doubling him over 
forward. 

Physical examination .—The patient is unable 
to move his left lower extremity, with the ex¬ 
ception of weakly flexing and extending his toes. 
He is able to move the right lower extremity but 
feebly. “Wincing” tenderness is present when 
third lumbar spinous process is pressed upon. 
This process is displaced slightly laterally and 
somewhat forward, causing a small depression. 
There is also tenderness over the second lumbar 
spinous process. 

September 10th.—Micturated voluntarily 7 hours 
after admission. Motion has returned in right 
lower extremity, but muscular control of thigh is 
still incomplete. No change in left. Patient has 
voluntary control of both micturition and de¬ 
fecation. 

September 12th.—Complains of,burning on mic- 
| turition—hexamethylenamin, 15 gr. 3 times a day 
after meals, ordered. 

September 15th —Condition unchanged. 
September 17th.—Micturates voluntarily and 
has done so right along. Has rectal sensation. Can 
move right lower limb satisfactorily with exception 
of thigh-flexion (ilio-psoas), which movement is 
weak. Tactile, pain and temperature senses are 
preserved in this list. Cremasteric reflex is 
sluggish on right side. Right knee-jerk, patellar- 
tendon, achillis, and plantar reflexes are absent on 
both sides. 

Table showing Results of Physical Examination of 
Loiver Limbs. 

Right. Left. 

TACTILE. 

Preserved. Preserved to knee. Below knee 

gradually decreased toward foot3 
greater on inner than outer side 
of leg. Sole of foot anaesthetic.. 

PAIN. 

Preserved. Follows same course as regards 

degree of intensity as tactile sense. 

TEMPERATURE. 

Preserved. Diminishes in same areas as tactile 

and pain senses, heat sense disap¬ 
pearing before cold. 

CREMASTERIC. 

Sluggish. Absent. 
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Right. Left. 

KNEE-JERK. 

Absent. Absent. 

PATELLAR-TENDON. 

Absent. Absent. 

ACHILLIS. 

Absent. Absent. 

PLANTAR. 

Absent. Absent. * 

GIRTH 4 IN. ABOVE PATELLA. 

■4s in. 13J in. 

GIRTH 4 IN. BELOW TOP OF TIBIAL 
TUBERCLE. 

12 in. 12 in. 

Left leg feels colder to patient than right. 
Hyperaesthetic zone over inner surface of left knee. 

Interpretation .—There is a fracture-luxation of 
third lumbar vertebra, with depression and dis¬ 
placement of spinous process slightly to right, and 
of entire vertebra forward. This displacement 
narrows vertebral canal chiefly on left side, but 
also slightly on right. There is compression of 
left side of cauda equina, involving third, fourth 
and fifth lumbar nerves, and first and second 
sacral. On the right side the third lumbar is 
involved. Based upon the neurologic findings, 
the absence of improvement in paralysis of left 
lower limb, and the favourable results to be ex¬ 
pected from decompression of cauda equina, the 
latter operation seems to offer the best chance of 
recovery. 

Operation (10 days after admission, September 19, 
1916, 11 a.m. to 12.3c p.m.)—Ether. Patient in 
prone position with kidney pillow beneath lower 
part of chest. Iodine preparation of skin. Opera¬ 
tive field isolated by towels, etc. 

Straight incision 7 in. long, beginning in mid¬ 
line over lower thoracic spinous processes and 
passing vertically downwards to terminate over 
fourth lumbar spinous process; this incision 
divided the skin and the scant superficial fascia. 
With a large, heavy scalpel passed so as to hug 
closely the sides of the spinous processes the mus¬ 
cular and tendinous insertions and the fibrous 
tissue were separated from the spines by working 
from below upward throughout the length of the 
wound on each side. When making this separa¬ 


tion the knife encountered a fractured fragment of 
the spinous process of the third lumbar vertebra, 
and old, dark blood was found infiltrated through¬ 
out the muscles in the vicinity of this spine, while 
there was*minimal haemorrhage in the upper part 
of the wound. With a chisel the laminae were 
rapidly cleared of soft structures laterally to just 
beyond the vertebral articulations, and compresses 
wrung out of hot saline solution were, now pressed 
down upon the muscles and held aside by retrac¬ 
tors. The supra- and interspinous ligament 
between the first and second lumbar vertebrae 
[ were severed ; the spinous processes of the second 
and third lumbar vertebrae were removed. With 
a Hey saw the laminae of the second lumbar 
vertebra were divided in line with the articular 
facets and at right angles to the long axis of each 
"lamina, the intervening portion of this vertebra 
being removed after severing ligamentous connec¬ 
tions. The dura was now exposed, free and. 
uninjured. 

I Animadverting now to the posterior arch of the 
! third lumbar vertebra, it was found that the dura 
with the enclosed cauda equina was compressed 
as it entered the vertebral foramen, more com¬ 
pressed on the left side than on the right. The 
i posterior arch of this vertebra was fractured and 
pressing upon the dura, and had to be removed 
in fragments, which were carefully lifted away from 
‘ the dura. On clearing the latter an old vertical 
! laceration in the midline was discovered, through 
j which nerves of the cauda equina prolapsed ; there 
1 was no breach in the continuity of any of these 
i nerves. With a continuous suture of fine catgut 
j this rent in the dura was closed ; but a small 
amount of clear cerebrospinal fluid escaped. 

1 With rongeur forceps the vertebral canal was 
] widened out to the pedicles ; there was now freely 
exposed the dura (with contained cauda) between 
the first and fourth lumbar vertebrae, without 
angulation and without compression. 

All oozing having been checked with hot com¬ 
presses, the muscles were apposed with two layers 
of interrupted heavy No. 2 catgut sutures. No 
drainage was inserted. The skin edges were 
apposed with interrupted sutures of black silk. A 
powder-gauze-collodion dressing was applied. 

Owing to feebleness of the pulse at the close of 
operation, as well as to coldness and clamminess 
( of the skin (although but 6 oz. of ether were used), 
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the patient was infused in the right cephalic vein 
with 1500 c.c. of saline at 120° F., to which was 
added a dose of 10 drops of 1 in 1000 adrenalin. 
The patient reacted with good pulse. Hot-water 
bags were placed around the patient between the 
blankets. The patient was returned to bed with 
an air cushion beneath the field of operation and 
pillows beneath the knees. A hypodermic injec¬ 
tion of morphia gr. J and atropin gr. was then 
given. 

N.B .—The lesion of the cauda seemed to be 
compression with suspension of transmission of 
impulses. It was impossible to identify and name 
the nerves individually. 

Postoperative notes .—September 20th.—Passed 
urine voluntarily, 2 oz. 3^ hours after operation 
and 6 oz. at 2 a.m. Tactile sense has returned to 
sole of left foot and patient feels more acutely in 
left leg. No motor change in right lower limb, 
and none in left. Has right-sided wrist-drop 
(position on table). Has Bell's palsy on left side. 

September 21st.—Sensation has returned to 
preoperative anaesthetic areas in left leg, including 
sole of foot. Patient states that he noticed slight 
power of movement in left limb this morning, but 
at time of examination could move toes alone as 
before. Power of extension of left wrist has 
returned. Patient thinks he can talk better (im¬ 
provement in the Bell's palsy?) Hyperaesthetic 
zone on inner side of left knee-joint is no longer 
painful. Has hiccough, but is passing urine 
freely. 

September 22nd.—Condition good. Can weakly 
abduct left foot. 

September 23rd.—No additional movements in 
left foot. Tactile and pain sense present every¬ 
where in left lower limb. Temperature sense 
present everywhere in left lower limb, but response 
in fifth lumbar and first sacral segments is delayed, 
though accurate. 

September 25th. — Range of abduction of foot 
increased ; adduction has appeared. 

September 26th. — Has fever to-day; no cough. 
Movements of left foot at Chopari's joint much 
stronger. 

September 27th. — (Eighth day after operation.) — 
All stitches removed. Skin healed except at centre, 
where a small amount of thin, turbid flaky dis¬ 
charge was present. No cedema or evidences of 
infection Two decubitus ulcers are present—one 


over first lumbar spine, other over sacrum. Ulcers 
dressed with Horner's ointment (castor oil, zinc 
oxide, alcohol in equal parts), gauze pads, large 
cotton cushions, Scultetus bandage. Lungs clear. 
Can contract hamstrings and calf muscles Can 
move foot as before. About 8 oz. of turbid serum 
escaped yesterday from wound. 

September 28th.—Signs of returning power of 
extension and flexion of left foot. Patient asthenic ; 
tongue heavily coated. Passing but 8 oz. of urine. 
To drink water freely and take Basham's mixture. 
Dressing is wet with urine and needs changing. 
Patient is able to hold urine, but for a very short 
time. He complains of tenderness over the ribs 
which are in relation with right lobe of liver. 

September 29th.—Complains of pain in right 
side of chest over liver. Auscultation reveals no 
pleural lesion or lung lesion above this. Patient 
is restless, and complains of hypersesthesia in 
various places. Dressing stained with serum—not 
cerebro spinal fluid. Range of motion about as 
before. No return of reflexes. 

October 3rd.—Flexion is returning to left foot. 
Decubitus ulcer is very extensive, but slough has 
been removed, and ulcer is clean. Ulcer swabbed 
with iodine. 

October 4th. — Wassermann reaction strongly 
(+ + +) positive . 

October 5th.—Examination of heart by Dr. 
Goepp reveals myocarditis, which is probably of 
luetic origin. Pulse has been, and still is, inter¬ 
mittent. No endocarditis. Digitalone, gtt. xv t.i.d. 
p.c., started. Condition seems improved. 

October 6th.—There is a bulging below right 
axilla; aspiration reveals pus. Ethyl chloride: 
incision— 8 oz. of pus evacuated. One rubber 
tube inserted for drainage. Hypodermoclysis, 
continual, of normal saline begun. 

October 7th.—Pulse has been weak all day. 
Hypodermoclysis continued. 

October 8th.—10.30 a.m. Patient gradually 

sank, and died from heart failure. 

Comments. —As the preceding case was classic, 
so, loo, was this one in many respects. It offered 
a clinical problem that could be solved by the 
surgeon alone, without the aid of a neurologist or 
roentgenologist. The low segmental distribution 
of the motor and sensory disturbances showed 
that the cord, including the conus medullaris, had 
escaped, and that the cauda equina alone was 
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involved. This localisation of the lesion by neuro¬ 
logic examination was confirmed by physical 
examination of the vertebral column itself. By 
this latter method it was determined that the 
posterior arch of the third lumbar vertebra was 
fractured, for “ wincing ” tenderness was obtained 
when the spinous process of this vertebra was 
pressed upon, and the process was displaced 
laterally and somewhat forward, causing a small 
depression. Skiagraphic confirmation of this bone 
lesion could not be obtained because of repairs 
being made to the Roentgenographic Laboratory 
during the summer. It may be said in passing 
that skiagrams of the vertebral column do not 
attain their full value until exposures have been 
made in three directions —antero-posterior, lateral, 
and oblique. Furthermore, the writer deprecates 
the growing tendency to rush a case pell-mell 
to the X-ray laboratory without having made a 
thorough clinical study of the skeleton, and also 
the tendency to consider the skiagram as the final 
arbiter over the findings based on a carefully made 
physical examination ; at times the clinician is 
right, and the skiagram wrong or defective. 

Since the lesion involved the cauda equina and 
not the cord or conus, the case was eminently 
suitable for decompression, for the best surgical 
results are obtained when the lesion is below the 
conus. The reason is obvious. The nerve-trunks 
constituting the cauda equina are, for all practical 
purposes, peripheral nerves, for, like the latter, 
they possess medullary sheaths, from which axons 
when severed are regenerated. The nerves within 
the cord and conus, on the contrary, do not possess 
medullary sheaths, and, therefore, are wholly 
incapable of regenerating when once severed. 
Another favourable sign surgically was the pre¬ 
servation of the powers of voluntary micturition 
and defecation. The patient, be it recalled, mic¬ 
turated voluntarily 7 hours after admission to 
hospital, and therefore after the accident, and at 
no time—either before or after operation—were 
these powers impaired. 

The area of hyperaesthesia, which indicated the 
boundary between the zone of normal sensation 
and the zone of impaired or lost sensation, was 
situated over the inner portion of the left knee- 
joint, and disappeared the day after operation. 

Hexamethylenamin was administered during the | 
interval between the accident and the operation | 


with a two-fold object: first, to render the urine 
bactericidal in case catheterism became neces¬ 
sary ; and secondly, to render the cerebro-spinal 
fluid bactericidal preparatory to operation, thereby 
diminishing the chances of infection at the time 
of operation. 

The interval of 10 days likewise had a twofold 
object—first, to afford opportunity for spontaneous 
improvement after the receipt of the injury, and, 
secondly, to allow time for Nature to coffer-dam the 
operative field, thus again diminishing the chances 
of infection at the time of operation. That a 
certain degree of improvement took place—though 
in the right limb alone—augured favourably for 
operative cure. 

At operation, with the patient in the prone 
position, folded sheets were placed beneath the 
shoulders to give free play to respiration by re¬ 
lieving the chest of the weight of the trunk. This 
is an important point in operations upon the spine. 
A kidney-pillow was placed beneath the abdomen 
to obliterate the curve of the lumbar spine. After 
making the skin incision a very heavy scalpel (such 
as is used for cutting gypsum) was employed to 
clear off the spinous processes, which it did with 
surprising facility. Since the tendons of the 
sacrospinalis insert into the spinous processes in 
a direction from below upward, the heavy scalpel 
was passed in the same direction—a manoeuvre 
which likewise facilitates this step of the operation, 
and one to which the writer has not seen attention 
called heretofore. The laminae were readily cleared 
out to the articular processes with the same instru¬ 
ment. In clearing the posterior arch of the third 
lumbar vertebra, loose fragments were encoun¬ 
tered, showing that this vertebra was broken. The 
spinous processes of the second, third, and fourth 
lumbar vertebrae were then removed with the bone¬ 
cutting forceps. The corresponding laminae were 
removed by sawing through them at their origin 
from the pedicles. For this purpose a Hey saw 
was used and was passed parallel with and in the 
line of continuation of the intervertebral joints. 
This method the writer has not seen described 
heretofore. It removes the laminae entire and 
.does not require so much manipulation as the 
rongeur or the trephine method. It gives at once 
the maximum width of decompression that it is 
possible to obtain. When the saw reaches the 
lower border of the lamina care must be taken to 
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prevent its breaking through into the intervertebral 
neural foramen and injuring the spinal nerve- 
trunk. 

The posterior arch of the third lumbar vertebra 
was found fractured and depressed upon the 
cauda. The arch of the second lumbar vertebra 
being already removed, a good view from above 
was obtained of the pressure upon the dural sac 
by the fractured third arch. The fragments of 
the latter were carefully lifted away (elevated) 
from the dural sac one by one, and the remainder 
of this arch was bitten away with the rongeurs. 
It was at this juncture that the vertical cut in the 
dura was found. The nerves of the cauda, seen 
through this rent, were intact, and apparently but 
little the worse for the compression. A gauze 
compress was placed upon the dural sac above the 
rent, so as to prevent undue escape of cerebro¬ 
spinal fluid, and the rent was sutured with fine 
catgut, making an ectropion of the cut edges of 
dura. The immediate or ultimate escape of 
cerebro-spinal fluid gave no cause for alarm, how¬ 
ever, for it has been shown by many cases that the 
oozing away of this fluid is not followed by alarm¬ 
ing signs and does not seem to handicap the patient 
in the least. One arch above and one below the 
fractured arch were removed to give the dural sac 
sufficient room to bend backward in a gradual 
curve ; it is better to take away too many than too 
few arches, and at least enough so that the angu¬ 
lation is changed to a gradual curve. The wound 
was closed without drainage, further to diminish 
the chances of infection. 

There was no post operative exaggeration of the 
symptoms for which the operation was performed 
—not even a temporary exaggeration, as was shown 
by the voluntary passage of urine 3^ hours after 
operation, the rapid return of sensation, and the 
slow but gradually increasing return of motion. 
Elsberg says: “While all parts of the cord are 
very sensitive, the conus and origin of the nerves 
of the cauda equina are especially vulnerable, and 
after operations in this region, disturbances of the 
bladder and rectum and of the lower extremities 
are especially apt to occur.” This exaggeration of 
symptoms is usually due to trauma to the cord or 
cauda from too much or too rough manipulation, 
or from haemorrhage into the sac of the arachnoid. 

The patient’s myocardium gave trouble from the 
.time of the close of the operation to that of lethal 


exitus. At the close of the operation the radial 
pulse could not be obtained, but reappeared 
strongly in response to intravenous infusion of 
normal saline solution with adrenalin. Thereafter 
the daily pulse curve on the chart was most 
irregular, and was but little influenced by infusion 
of digitalis. This degenerated myocardium in a 
comparatively young man, together with the 
development and rapid spread of decubitus ulcers 
and the unsatisfactory healing of the operative 
wound, gave rise to a suspicion of lues. The 
Wassermann reaction, taken 2 weeks after opera¬ 
tion, proved to be strongly (+ + +) positive. It 
was deemed unsafe to give arsenobenzol, so that 
mercury was administered both by inunction and 
by mouth ; sodium iodide was also given. 

While the patient’s operative recovery was good, 
and symptomatic relief was obtained by decom¬ 
pressive laminectomy, and while youth was appa¬ 
rently in his favour, yet events proved that his 
organs were prematurely aged by lues and so 
permeated with the virus that it was a foregone 
conclusion—although this was not appreciated 
until later—that it was impossible for him to have 
put up a fight either with -or without operation. 


The Treatment of Diseases of the Skin. By 
W. K. Sibley, M.A., M.D., M.R.C.P.Lond. 
Second edition: London: E. Arnold, 1916. 
Cr. 8vo, 316 pp., 16 plates. 6 s. net. 

The author’s methods are chiefly physical— 
X-rays, radium, electrolysis, ionic medication, 
high frequency, vaccines, and hypenemia. He is 
sceptical of the theory of the absorption of oint¬ 
ments and similar preparations by the skin. Any 
results obtained by mercurial inunction are attri¬ 
buted either to volatilisation and subsequent in- 
. halation of the mercurial vapour or cataphoresis 
due to a weak electrical current, produced by the 
process of friction. There are several good photo¬ 
graphs. A list of prescriptions is added at the 
end. The book is a useful and practical, contri¬ 
bution to dermatology. 
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CHRONIC INTESTINAL OBSTRUC¬ 
TION DUE TO CARCINOMA OF 
THE LARGE BOWEL.* 

By Lieut.-Col. W. H. BATTLE, F.R.C.S., 
Surgeon to St. Thomas’s Hospital. 

The patient whose case I wish to bring forward 
this morning is a woman aet. 53 years. When 
admitted to the hospital on March 18th, 1916, she 
gave a history of 6 months’ constipation relieved 
by purgatives, but considered that, excepting for 
that, her health had been good until 3 weeks before 
admission. During that time the constipation had 
become more troublesome and did not yield to the 
various purgatives which she tried. About a fort¬ 
night before admission she had a good deal of 
pain and noticed “lumps” which came up in the 
stomach with much rumbling of wind. Seven 
days later vomiting ensued and had become foul 
smelling. She thought that she had lost flesh 
during the previous month, but there had been no 
passage of blood from the bowel. Her pain had 
varied in severity and had been most marked in 
the right hypochondrium. 

On admission she was a stout woman with 
moderate general wasting, complaining of abdo¬ 
minal pain and distension. She suffered also from 
vomiting and had complete constipation. The 
abdomerj, which was distended and generally 
tympanitic, was not particularly tender on palpa¬ 
tion, but examination brought on evident peristalsis 
of intestine. There were two flaccid inguinal 
herniae and a ventral hernia, all easily reduced. 
Pulse, 120 ; temperature, 97 0 F. She had very 
bad teeth with pyorrhoea. It was not possible to 
say in what part of the bowel the cause of the 
obstruction was situated, but the pain appeared to 
be principally in the right hypochondrium, so it 
was considered probable that the growth was in 
the transverse colon or splenic flexure. 

An exploratory incision was made in the lower 
abdomen to the right of the middle line and the 
rectus temporarily displaced outwards. When the 
peritoneum was opened a good deal of straw- 
coloured fluid escaped. After emptying one or two 
distended coils of small gut by means of punctures 

• Abstract of a clinical lecture delivered in the clinical 
theatre of the hospital. 


it was possible to feel a hard nodular lump of the 
size of e walnut in the splenic region, and at this 
point the distension appeared to cease. The 
transverse colon was brought out through an inci¬ 
sion in the middle line above the umbilicus and a 
Paul’s tube inserted. This was secured in position 
by means of a purse-string silk suture, and the 
bowel sutured to the edges of the skin wound. 
Much thin faecal matter with some gas escaped, 
and for some days afterwards a thin yellowish faecal 
fluid came away in large quantities. 

General improvement followed the operation, 
and on April 4th the second stage of the operation 
was done, ether being given by Dr. Z. Mennell by 
the intratracheal method. The artificial anus was 
cleansed and temporarily closed by means of fishgut 
sutures over a plug of gauze. Incisions were made 
on both sides to isolate it and then were carried into 
the peritoneal cavity. The wound was extended 
downwards and later across the left rectus in the line 
of the intermuscular septum, as the growth was 
situated near the splenic flexure. Recent adhesions 
of the omentum to the parietal peritoneum and of 
some coils of small gut to each other below the 
colon were separated. The transverse colon with 
the area affected was brought outside, and greater 
mobility produced by separation of the splenic 
flexure from its upper attachments. Clamps were 
applied on both sides, the bowel was divided on the 
right side and then on the. left, and the mesocolon 
was ligatured and divided. There were very few 
glands found and those chiefly on the bowel. Prac¬ 
tically the whole of the transverse colon was resected 
with nearly all jthe omentum. The ends of the 
bowel were closed with a double row of continuous 
silk sutures, and union by lateral anastomosis 
effected. Some remaining omentum was wrapped 
round the line of junction. 

The growth was a good example of the ring 
carcinoma, being of about the size of a chestnut; 
the lumen had contracted to the size of a cedar 
pencil, and was completely blocked by an orange 
pip. 

The bowels acted on the 7th after ol. ricini. 
She had a troublesome cough with an intermittent 
pulse and temperature of ioo° F. for about 6 days, 
but left for the Schiff Home on April 18th. 

She has become much stouter than before, the 
abdomen is normal excepting for the scars of the 
incisions, and she has resumed her work. She 
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was advised to have her teeth seen to, but continues 
to postpone her visit to the dentist. 

This case was a good example of the obstruction 
with urgent symptoms most frequently seen in 
hospital practice. It is still far too common to find, 
when we are confronted with such a case, that for 
some time the patient has had abdominal discomfort 
and constipation for which various forms of purga¬ 
tion have been tried, which succeeded more or 
less imperfectly in giving relief. Then a complete 
obstruction has supervened which the most perse¬ 
vering and injudicious attempts at forcing a passage 
have failed to overcome. 

During the years 1903-1912, inclusive, there 
were 121 cases under treatment in St. Thomas’s 
Hospital in which a carcinomatous growth of the 
large bowel was present in urgent obstruction, and 
of these 70 died and 51 recovered. In 14 others 
obstruction was caused by the pressure of a growth 
external to the bowel, and of these 9 died. Of 
the fatal cases, in which colostomy was performed, 
79 per cent, died from some cause secondary to 
the prolonged obstruction ; toxaemia, 67 per cent.; 
perforation of growth or of stercoral ulcer, 12 per 
cent.; 21 per cent, died from some result of the 
operation; 9 per cent, from peritonitis; 12 per 
cent, from a pulmonary complication. 

This mortality is far too high, and should not 
exist in any series of operations for a disease 
which, however severe, is amenable to surgical 
treatment when submitted to it at a reasonable 
time after its commencement. It must be con¬ 
ceded that the subjects of malignant growth of 
the large bowel are often advanced in years, and 
may be suffering from bronchitis or some other 
complication. In considering the inevitable ending 
which awaits delay, it would surely be the wisest 
course to take the smaller risk and induce the 
patient to submit to operation, the dangers of 
which would be far less -than in those demanding 
operative measures after days or weeks of evident 
obstruction. It is a painful experience to meet a 
patient suffering from chronic obstruction of some 
2-4 weeks’ duration, caused by a ring carcinoma 
of the colorV which * is quite operable, and have 
death folloW the colostomy which has to be done 
as a preliminary—death ensuing because the 
toxaemic condition is too advanced^ or exhalation 
too extreme, as a result of pain, vomiting; ahd 
want of nourishment. Even thef catrses of dedih 


which are ascribed to surgical interference are, in 
most, the result of changes in the bowel due to 
prolonged obstruction, and the pneumonia, a 
complication of the anaesthetic, in a patient already 
suffering from hypostatic congestion of the bases 
of the lungs. ‘ 

* The chief cause of chronic intestinal obstruc¬ 
tion, when the large intestine is primarily obstructed, 
is carcinoma of the variety found in this patient 
(columnar celled). Her age was also a usual one 
for such a disease. The majority of the cases of 
cancer of the large intestine occur between 40 and 
65 years of age, but it has been met with quite 
early in life. Nothnagel collected 61 cases, the 
ages of which were between 20 and 30 years, and 
mentions others in which it was found at 3, 3J, 
11, 12, and 13 years of age. The youngest patient 
in my own series was a boy of 14, in whom it 
was necessary to perform colostomy for a fixed 
and extensive carcinoma of the pelvic colon. Of 
the cases from our hospital records mentioned 
above, the majority were males ; of 151 in the 
London Hospital (Barnard) 65 were men and 86 
women. 

The situation of the carcinoma is important; 
when it developed above the rectum, it was 
found in the sigmoid flexure in 58 ; descending 
colon in 5 ; splenic flexure in 17 ; transverse colon 
in 13 ; hepatic flexure, 2; caecum, etc., 4. 

The early symptoms of a malignant growth of 
the larger intestine are not very decided; they 
may consist of a loss of strength, anorexia, lassi¬ 
tude, abdominal uneasiness, wasting, and increas¬ 
ing pallor. Even at this stage exploration may 
reveal an inoperable growth—especially if it has 
undergone colloid changes. 

In the early stages pain varies very much, but it 
is not often a cause of much distress until obstruc¬ 
tion has commenced or peritonitis complicates the 
case. When the growth is in the transverse colon 
and sigmoid it is referred to the umbilicus; when 
in the more fixed parts of the bowel it is at the 
point of fixation. If there is an increase of pajn 
when food is taken, it may be in the lowet ileum or 
caecum. Many parts are not accessible tq pal¬ 
pation, and in stout people, or where the abdorpen 
is becoming distended, even a, large growth may 
be concealed. In shape and size, and rapidity of 
contraction, these growths vary very much, Even 
a large growth of colloid carcinoma may exist 
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without much diminution of the size of the passage. 
Blood, mucus, and pus may be found in the faeces 
if ulceration is present, but this statement applies 
chiefly to those cases in which growth has de¬ 
veloped below the splenic flexure. 

Sometimes a tumour can be felt by the finger 
during a rectal examination, which gives the 
impression of free mobility and suggests the possi¬ 
bility of removal, but it is advisable to give a 
cautious opinion on this examination. 

The X rays do not help in the diagnosis where 
obstruction is complete, but are very useful when 
the passage is not completely closed. 

In the majority there is complaint of increasing 
constipation, which ordinary purgatives do not 
relieve; indeed, they cause pain. Frequently 
enemata are then tried with temporary success. 
There are attacks of diarrhoea which alternate with 
the constipation. Growths in the lower colon may 
cause almost continuous looseness of the bowels, 
and sometimes an * alteration in the shape of the 
motions. Examination of the abdomen will often 
show in a spasmodic contraction of the bowel 
above an obstruction - or abnormal thickening, 
owing to hypertrophy of its walls. This is found 
at or above the place to which the pain is referred. 
Later this becomes more extensive and friction of 
the surface will excite painful peristalsis. Attacks 
of colic may< come on with vomiting, rumbling of 
wind, andidistension, 

Continuing distension of the abdomen follows 
when the obstruction is complete or almost so, and 
is greater the lower, down the point of obstruction 
is situated; it may slowly increase until the whole 
abdomen is rounded, tympanitic, and balloon-like, 
the distended intestine, both small and large, 
filling the peritoneal cavity to its utmost capacity, 
and even pushing out the ribs and ensiform 
cartilage. There will then be a general resonant 
note with perhaps dulness in the flanks from fluid 
faeces in the colon, whilst the superficial veins 
show up clearly in the stretched skin. I have seen 
cases which had taken 4 to 6 weeks to get into 
this state and were still untroubled by much pain 
or by vomiting. 

Many of our hospital cases have been M worse ” 
about 3 weeks—the first week, paroxysmal pain 
with wind and constipation; second week, con¬ 
stipation, increasing distension, pain and occasional 
vomiting; third week, increased pain, greater dis- 


I tension with offensive and more troublesome sick¬ 
ness, dry tongue, hiccough* much thirst, and rapid 
emaciation. 

Occasionally a patient, who according to her 
I friends was doing nicely, gets urgent symptoms 
j from the blocking of the stricture by a foreign body, 
as in the case given above, where an orange pip was 
found. We have also found at the operation 
pieces of bone and plum stones which had caused 
the final block. The pain becomes, more severe 
and continuous with exacerbations, the vomiting 
more distressing ; the vomited material changes 
its character and becomes feculent. Nothing is 
I passed by the bowel, and enemata fail to bring 
j away either faecal matter or wind ; the distension 
increases rapidly, and at last the separate coils are 
indistinguishable. Should perforation now occur 
or peritonitis arise from some other cause, tender¬ 
ness and rigidity* will be manifested, and there 
may be a rapid failure in the strength of the pulse. 
The patient becomes collapsed, covered with a 
cold sweat, pain ceases, the pulse dies away, and 
for some hours before death it may be impossible 
to feel it. 

In the diagnosis of the cause of an obstruction 
of the large intestine, besides cancerous growth 
there are various other conditions which must be 
considered, the chief of which are : 

(1) Faecal impaction, distinguished from growth 
by the result of a rectal examination and the effects 
of enemata. 

(2) Volvulus of the large intestine, either at the 
ileo-caecal junction or at the sigmoid flexure. The 
latter # is the more common, and the patients are 
mostly of the male sex. This is distinguished by 
its more sudden onset, severity of pain, and rapid 
distension with pressure on the diaphragm. In the 
ileo-caecal region there may be a resonant tumour. 
Vomiting is not usually an urgent symptom. 

1 (3) Other tumours pressing on the bowel or 

infiltrating its walls. They are mostly of pelvic 
j origin. 

I (4) The direction of the wave of peristalsis in 
I the transverse colon should distinguish the case 
| from one of pyloric obstruction. 

Probably those who give these cases of chronic 
obstruction a prolonged treatment by medical 

* A typical example of this will be found in the ‘ Acute 
Abdomen,’ 2nd ed., p. 284. 




146 


CARCINOMA OF THE LARGE BOWEL. 


[ Clinical Journ 


means from a mistaken sense of kindness do not 
recollect that the patient's chances of recovery are 
diminishing every day that passes, that secondary 
growths are forming, and there is a development 
of stercoral ulcers above the point of obstruction. 
That these ulcers are a source of real danger is 
shown by the fate of a patient seen with Dr. A. E. 
Godfrey. “A man of 45 with a carcinoma of the 
bowel and a large secondary growth in the liver. 
He had constipation which was somewhat trouble¬ 
some, but could be overcome by slight purgatives. 
These, however, did not satisfy the family, who 
called in another medical man from a distance. 
He administered a dose of some white powder, 
and within 24 hours the patient had died from 
perforation and acute general peritonitis. Probably 
this powder was a preparation' of calomel, as it was 
expected to easily clear a passage." 

Hot fomentations, poultices, and preparations 
of belladonna give temporary Telief, but they 
should not be continued day after day without any 
attempt to make a definite diagnosis by means of , 
the X*rays. It is wise to have examination made 
in these cases where a temporary obstruction has 
been overcome and the patient appears to be well 
again. 

Although no growth may be felt in patients who 
present the symptoms of constipation, abdominal 
pain, and peristalsis, it is your duty to urge 
abdominal exploration. Do not wait for the 
onset of vomiting and distension. Early opera¬ 
tion gives the patient the chance of avoiding the 
distressing symptoms which must be expected, and 
gives a possibility of cure. 

When a growth can be felt preparation should 
be made for its removal, but it cannot be too 
strongly impressed on you that colectomy with 
re-establishment of the continuity of the alimentary 
canal is a very fatal operation when obstruction is 
present. In such cases your treatment must for a 
time be palliative, and the operation in two stages 
is required, for the intestine must have time to 
recover from the degenerative changes which have 
commenced. 

When a patient comes for operation, worn out 
from want of sleep, vomiting, and pain, with a 
flagging pulse, the administration of a dose of 
opium or morphia, which arrests spasm and ensures 
a few hours' rest, will greatly improve the chances 
of recovery from the operation and permit the j 


escape of wind and faecal "matter through a stric¬ 
ture which has almost closed. In the same 
manner temporary relief may be given by tapping 
the greatly distended bowel with a trochar and 
canula, but this should not be repeated, for it is an 
operation not without risk. 

The operation in chronic obstruction should 
have two ends in view : 

(1) To relieve the obstruction. 

(2) To localise and define the cause—with the 
view of removing it if possible. 

We are, I believe, indebted to the late Mr. 
Bernard Pitts for the suggestion that in the first 
place exploration should be made with a view of 
finding out the situation of the growth, so that an 
artificial anus may be placed in the best position^ 
to effect relief in the particular case. Before that 
the custom was to do lumbar colotomy on the 
left side, and, if distended gut was not found, to 
repeat the operation on the other side. 

An incision should be made to the right of the 
middle line, the anterior layer of the rectus sheath 
opened, the muscle displaced outwards, and the 
peritoneal incision made to correspond with that 
in the skin. If the small gut is distended, as 
it usually is, a coil will present itself, and should 
be drawn up and emptied as far as possible through 
a puncture or small incision, care being taken to 
prevent soiling of the wound. Another distended 
coil should then be taken and treated in a similar 
manner; more than one section of the bowel can 
be easily cleaned through each opening. Each 
puncture is closed with a purse-string suture and 
the collapsed coil cleansed with saline solution and 
returned. The distension is much diminished 
and the pressure on the diaphragm greatly relieved. 
It should then be possible to introduce the hand 
into the peritoneum, without bruising of the bowel, 
and ascertain the nature of the obstruction, its 
position, mobility, and the presence or absence of 
glandular enlargements or secondary growths in 
the liver. There is not infrequently an operable 
growth in the large bowel with a short history of 
obstruction and large secondary growth m the 
liver. 

Examination should be carried out carefully 
and systematically. The hand should be passed 
into the pelvis and the upper end of the rectum* 
and pelvic organs examined. Then the larger gut 
should be passed between thumb and forefinger 
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from below upwards until distended gut or growth 
is felt. Ring carcinomata, the most common form 
of growth in the large bowel, are often so small 
that it is easy to pass them over without recog¬ 
nition. You must then be guided by the dis¬ 
tension of the larger bowel and the point where 
this apparently ceases. 

If there is a fixed growth in the sigmoid or pelvic 
colon, and it is not possible to do a short cir¬ 
cuiting operation, a second incision should be 
made and the colon opened on the left side in 
the usual position for a permanent colostomy, a 
Paul’s tube being placed at once in the bowel 
where it comes most easily to the surface. A 
similar operation is required if there is a fixed 
growth in the upper part of the rectum, but, as a 
rule, rectal growths are found at the first exam¬ 
ination of the patient, and an exploratory opening 
is not required. 

If possible, perform a short circuiting operation 
in fixed growths or those associated with secondary 
deposits. Do not make an artificial anus if it can 
be avoided; but if you must give relief by such a 
procedure, avoid making it in the small intestine 
or in the caecum—they cause the patient much 
distress. 

I have already warned you of the danger of 
doing excision of growth and anastomosis where 
obstruction is present; but as it is recognised 
that secondary growths are less frequent in car¬ 
cinoma of the large bowel than in most other 
parts of the body, keep the possibility of a second 
operation in your mind when relieving the 
obstruction. 

The best time for colectomy is undoubtedly the 
period before such contraction has occurred as to 
induce the symptoms of obstruction. These 
patients are often advanced in years and do not 
readily rally from the effects of the illness and its 
treatment before operation. Complications, such 
as bronchitis, bed-sores, etc., or perhaps cellulitis 
of the wound may occur, to necessitate postpone¬ 
ment of the second operation for an indefinite 
period. Meanwhile the growth is gaining a greater 
hold and its successful extirpation becomes more 
doubtful. The time lost before urgent operation 
was recognised can never be fully regained; still, 
much can be done. 

The method of operation in the case de¬ 
scribed is one which presents advantages. The 
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temporary opening for relief is made as near 
to the growth and as far from the caecum as 
possible, with little disturbance of the parts. 
At the second operation both artificial anus 
and growth are excised with any affected glands, 
lateral anastomosis being employed to re-establish 
the continuity of the gut. If possible, this operation 
should be done about 2-3 weeks after the patient 
has recovered from the first one. It is not well 
to postpone it longer, for in many patients the 
presence of an artificial anus exercises a very 
depressing effect on them ; still, it is unlikely that 
the bowel will hold sutures with any certainty 
before that -time has elapsed. 

This method differs from that described as 
Paul’s: (1) In winch the growth is brought out¬ 
side and fixed with the loop in which it is growing, 
a tube being fastened into the upper limb; (2) that 
in which the growth is brought outside and cut 
away, a tube being fixed in each end, the ends 
being sutured together and secured in the wound. 
This operation should be performed if there are 
secondary growths, for removal of the primary one 
will probably prolong life and make the future 
less liable to painful complications. No attempt 
here is made to restore the integrity of the canal, and 
there is no attempt to remove glands in the second 
method. It is regarded as an operation more 
perfect than a simple colostomy. And in appro¬ 
priate cases the passage can be re-e>tablished at 
a later date. 

In chronic obstruction, or in other diseases 
where vomiting is often a troublesome symptom,, 
the use of saline per rectum after any operation is. 
very useful. 

In conclusion, let me remind you that chronic 
obstruction is a complication of carcinoma of the 
bowel in most patients, and that prevention is- 
better than any other method of dealing with it- 
Removal of carcinoma not complicated by ob¬ 
struction, with re-establishment of the intestinal* 
canal, is an operation presenting far less risk than 
formerly; it can be performed in the aged, and in 
many even when complicated by some other disease, 
with a good prospect of recovery. Excision of 
growth after obstruction has been overcome by 
surgical means is far less hopeful, secondary 
deposits being frequently the cause of death within* 
a few months. 
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LECTURES ON INFECTIVE 
SYPHILIS.* 

By A. R. THOMPSON, Ch.M., F.R.C.S., 

Surgeon in Charge of the Genito-Urinary Department, 
Guy’s Hospital; Surgeon, Victoria Hospital for 
Children ; formerly Hunterian Professor, 

Royal College of Surgeons. 


Lecture I. 

So much new valuable work has been done of 
Tecent years in connection with syphilis which 
must, generally speaking, be familiar to you, that 
it would appear that there is little further to be 
said upon this disease. Its diagnosis, already 
easy enough, if seen in its early stages, is now 
rendered more certain, in doubtful .cases, by means 
of bacteriological and chemical tests. In this 
connection let us consider the tertiary non-infective 
lesions of syphilis, in order that we may see at 
once where new discoveries may be made. 

The extraordinary destruction of the superficial 
tissues, attributed in former days to syphilis, are 
now hardly ever seen by the profession. This is 
due to the gradual spread of aseptic principles 
amongst medical men and the public generally; 
for, in addition to the syphilis taking part in the 
destruction of, for example, most of the nose and 
of the face, there was, in past days, a septic as 
well as a mercurial element in this destructive 
process. But, on the other hand, whilst the obvious 
deformities of an extensive nature are conspicuous 
by their absence, at any rate at a general hospital, 
such as Guy’s, lesions due to tertiary syphilis, of 
perhaps a more destructive and fatal nature, are 
fairly common, but in the internal organs and 
systems of the body. As marriage, at any rate up 
to the beginning of the war, was taking place at a 
later age than formerly, it frequently happened that 
the breadwinner was rendered hors de combat by 
general paralysis or aneurysm, admitted to be 
syphilitic in origin, when his children were still ! 
young, and for whom provision had still to be 
made. 

Whilst, then, the links which connect tertiary j 
with the earlier stages of syphilis are still obscure, 
but still considered to be present by most authori¬ 
ties ; whilst primary and secondary syphilis are 
^undoubtedly infectious, and teTtiary syphilis is 

* Delivered at Guy’s Hospital. 


apparently not infectious; whilst chancres occur 
in one place in one patient and in another place in 
another patient, or in yet another patient, with an 
equal chance of infection, may not occur at all ; 
whilst on the one hand gummata may follow upon 
untreated cases of syphilis and no nervous lesions, 
or, on the other hand, general paralysis may occur 
with only a vague history of a doubtful chancre, 
as the sole evidence upon which cause and effect 
are correlated; whilst, in fine, all these doubtful 
and arguable questions arise, so long will syphilis 
have something fresh to show, and about which, 
therefore, there will always be much interest until 
the last word has been said. v 

For, in truth, the last word has not been said 
about syphilis with the advent of salvarsan and 
its allies. Salvarsan has been in use now for over 
6 years. This period of time is not nearly long 
enough for us to decide as to whether tertiary 
lesions of a local or general nature will or will not 
occur, at some future date, in patients treated with 
this drug. It is quite certain that salvarsan and 
allied drugs do not cure syphilis, even in its earlier 
stages, in every case, and although the comparison 
is not quite fair, we may safely say that salvarsan 
is not as an efficacious remedy in syphilis as diph¬ 
theritic antitoxin administered in the first one or 
two days of diphtheria. 

The Primary Stage . 

Smegma is often retained in the region of the 
corona glandis, especially when there is a long fore¬ 
skin, and inflammation associated with excoriation 
and ulceration of the mucous membrane of the 
glans penis may'occur. The protective continuity 
of the surface epithelium is thus broken, and any 
infection may take place at the site of ulceration. 

Tuberculosis, for example, might under circum¬ 
stances favourable to the bacillus of this disease 
be introduced, or some of the usual septic 
organisms, thus bringing about an acute septic 
process. But, after all, the penis is not a likely 
situation for the introduction of tuberculosis, nor 
is an acute septic process likely to occur, nor is the 
penis an organ particularly liable to injury. The 
possibility of infection of any kind may occur during 
micturition, but undoubtedly such cases remain to 
be proved. 

During coitus the prepuce is drawn back beyond 
the “ corona glandis.” An exdoriated and ulcerated 
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surface is thus exposed in the region of the “ corona 
glandis,” and may be invaded By the organisms of 
syphilis. If only people disposed to perform coitufe 
would remember that an. excoriated surface on 
the glans penis, indicated by itching, is a contra¬ 
indication, the incidence of syphilis might show a 
marked depline. 

The histology of a chancre shows, so far as I 
know, no special feature differing from an ordinary 
patch of inflammation, except that under particular 
circumstances, and with special preparations, the 
Spirochata pallida % the reputed organism of syphilis, 
may be found. This organism is at the present 
time held to be, in some way, connected with the 
orgin of syphilis. It is stated that the chancre 
never appears within 10 days after exposure. 
I have, however, reason to believe that it may 
appear earlier. On the other hand, 7 weeks is 
about the latest period after infection in which 
the chancre may appear. The chancre is situated 
most commonly in the region of the “corona 
glandis ” by reason of the excoriation of the 
surface epithelium which follows the secretion and 
retention of smegma. Without this preliminary 
excoriation and solution of continuity of the 
epithelium, the possibility of inoculation of syphilis 
remains to be proved. Chancres may also occur 
on the prepuce, outer or inner surface, the body 
of the penis, and anywhere on the glans. They 
may also occur near to, or actually within the 
“ meatus urinarius,” giving rise in the latter position 
to a very troublesome “meatal stricture.” 

Ex tra^en it a l Cha ticre. 

.Extragenital chancres are described in many 
text-books as typical chancres, differing from the 
usual chancre only in their position. This is not 
my experience Extragenital chancres are too 
frequently complicated by the presence of septic 
organisms and obscured by the unavailing treat¬ 
ment to which they have been subjected, that their 
appearance may be in many cases quite different 
from the type. 

Occasionally a chancre occurring in the usual 
place as the cause of disease may be unsuspected 
owing to the predominance of the consequent 
signs of disease elsewhere. This, with the greater 
possibility of mixed infection and wrong treatment, 
is more likely to occur when the chancre is extra- 
■ genital. I remember two illustrative cases. Some 


12 year? ago, whilst I was acting for one of the 
assistant surgeons at Out-patients, a man presented 
himself suffering from an inguinal abscess. There 
were no sores on the lower limb to account for the 
abscess. After some speculation the trousers were 
inadvertently turned down a little further than they 
had been, and a nasty-looking sore exposed upon 
the penis. This was a chancre which the patient 
had not considered important, in the early stage, 
through carelessness, and later because the in¬ 
guinal abscess caused him so much more incon¬ 
venience. 

In the second case the patient was a medical 
student who had a cervical glandular abscess 
opened by a distinguished and careful surgeon. 
He had an undiagnosed chancre upon the lip. 
Now if these elementary mistakes are made by 
surgeons who are accustomed to seeing and 
thinking about syphilis, how much more likely are 
they to occur with you especially if you see such 
conditions amongst better class and more careful 
patients. The extragenital chancre is likely to be 
complicated by septic infection. You know that 
the glands, which become enlarged following upon 
a chancre, are said to be hard and shotty. The 
extragenital chancre, more frequently septic, has 
associated with it enlarged, inflamed, and tender 
gland?, winch will suppurate unless care is taken 
in making a correct diagnosis. It is this mixed 
infection and suppuration which side-tracks medical 
men off the correct diagnosis of extragenital 
chancre. 

I have met with extragenital chancres in the 
following regions : Lower lip, lower eyelid, axilla, 
umbilicus ; chancres also occur on the finger, the 
tongue, the tonsil. The glands draining the in¬ 
fected area may become inflamed and suppurate, 
and the true cause of the adenitis be masked and 
a wrong diagnosis made. 

Extragenital chancre is particularly dangerous 
to medical men and nurses because it is unsus¬ 
pected and unrecognised. The converse holds 
good ; the truly recognised chancre occurring in the 
usual place is hardly dangerous at all to medical 
men and nurses, proper precautions being taken. 

For a long time two types of venereal sores 
have been recognised. The true syphilitic sore, 
known as the “ hard* sore ” ; and the “ soft sore.” 
You will notice that I use no qualifying word 
comparable with the word “syphilitic”' in naming 
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the term “soft sore.” It is generally regarded as 
non-syphilitic. It has a great element of sepsis 
bout it. It is capable of being multiplied in the 
same individual, which the syphilitic hard sore is 
not. I have seen the scrotum covered with such 
sores, and I have seen such sores spread over the 
inner side of each thigh. Hard chancres may be 
one or two in number in the same individual, but 
in this case, it may be supposed, that the syphilitic 
virus is introduced into two separate and pre¬ 
liminary excoriations. Syphilitic poison having 
been introduced into the system at a site of solution 
of continuity, or at more than one site, is not 
capable during the attack of infective syphilis of 
being inoculated elsewhere in the same patient. 
Nevertheless, I believe that although there are 
cardinal differences between hard and soft sores, 
many of these soft sores are syphilitic as well as 
septic. I make it a general rule to inject such 
cases of soft sore with salvarsan, or one of its allies, 
and adopt other antisyphilitic treatment. 

I have seen cases of so-called “soft sore” in 
which no spirochaeta have been detected and which 
have not given at the proper time a positive reaction 
in Wassermann’s test, which nevertheless have been 
associated later with what was undoubtedly, from 
the clinical aspect, a syphilitic secondary rash. 

Septic chancres, by which is meant t^ie mixed 
infection with syphilis and sepsis, may pass on 
to phag£dsena, an acute or subacute gangrenous 
process which is associated in many cases with a 
special micro-organism. Such a condition is not, as 
a rule, as acute as a spreading gangrene of one of 
the limbs. It is, however, very intractable. In one 
case, in spite of a trial of all the syphilitic 
remedies in vogue, and as much ordinary treatment 
as I could think of, the spreading ulceration 
destroyed the penis and travelled round the base 
of the scrotum, exposing and isolating the testicles 
and cord. 

Syphilis without Primary Chancre . 

There are a certain number of cases of tertiary 
manifestation, such as locomotor ataxy, in which 
there is no previous history of syphilis ; a rash, 
especially one which do not itch, may be easily 
overlooked or forgotten. A sore place on the 
penis may easily escape such powers of observation 
as many people possess. But there are a certain 
number of people whose powers of observation are 


good and whose word is absolutely reliable, who 
absolutely deny haying had syphilis. It is, indeed, 
believed by some authorities that syphilis can be 
acquired without any obvious lesion. 

The varieties of hard chancre are as follows: 

(1) The non-indurated variety of ulceration. 

(2) The indurated non-ulcerated tubercle. 

(3) The ulcerated tubercle; the true hard 
chancre. 

Now it is clear that the second variety might be 
easily overlooked; and it is the commonest variety. 
We must therefore receive with caution any state¬ 
ment of syphilis being acquired without a sore 
place being developed. 

Untreated chancres may heal up even if not 
treated. If untreated they may last 4 or 5 months. 
If treated by the best* methods they usually dis¬ 
appear within a week. 

The Secondary Stage. 

The secondary stage may commence before the 
chancre disappears, or it may begin some time 
after the chancre has disappeared. Six weeks is 
an average time for the rash to appear after 
exposure to infection, and it is frequently mani¬ 
fested whilst the chancre is active. 

Condylomata for some reason or another are 
often not recognised, and infection of the examin¬ 
ing medical man or student consequently may take 
place. They are not uncommon in young children, 
and under a mistaken diagnosis of prolapsed 
rectum lead to grave error and infection. 

The Rashes of Secondary Syphilis. 

(1) The roseola—sometimes general, sometimes 
scattered, disappearing quickly on pressure, and 
of a pink colour. It is the only syphilitic rash 
which has not a coppery hue. 

(2) The papular rash, which may lead to des¬ 
quamation. 

(3) A rash consisting of small tubercles, which 
goes on to desquamation and the formation of 
patches of a coppery hue. 

(4) The squamous rash may be of two kinds 
psoriasis and rupia. 

Syphilitic psoriasis differs from the ordinary form 
in that 

(a) It occurs in adults. 

(I?) It rarely affects the elbows and knees. 

(c) It is generally distributed otherwise. 
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(d) It has a coppery hue. 

Rupia is of serious significance. In the old 
days the prognosis was very bad, as the patients 
were so much run down that they could not 
stand the mercury. The only case of injection 
of arsenobenzol, which has given me cause for 
anxiety, was a case of rupia in whom I injected 
*3 grm. of arsenobenzol, and who reacted very 
strongly to the injection. 

Every sore place occurring on the penis in an 
adult if, in the first place, it is not lupus, or epithe¬ 
lioma; and if, in.the second place, the patient's 
word cannot absolutely be trusted, should be 
treated as syphilitic. It is better to err on the side 
of safety for the patient than to have, in later life, 
locomotor ataxy or general paralysis. 

Lecture II. 

TREATMENT OF SYPHILIS IN ITS 
PRIMARY AND SECONDARY STAGES. 

I. Excision of chancre by circumcision or other¬ 
wise. —This was advocated by Berkeley Hill several 
years ago. If possible, for example, when the 
chancre is situated upon a long foreskin, it should 
be performed. 

II. Administration of mercury. —This has been 
very ably dealt with by Major Stott, I.M.S., in 
the volume of the ‘ Guy's Hospital Gazette,' 1909. 
[In this connection, also, I would strongly recom¬ 
mend Dr. George Pernet's book, ‘ The Differential 
Diagnosis of Syphilitic and Non-syphilitic Affections 
of the Skin.'] 

In the administration of mercury there are two 
rules which you must observe. 

First: The mouth and teeth should be made 
and kept clean; pyorrhoea should be attended to 
by a dentist, who should be warned as to the 
patient's disease. 

Secondly : The bowels should be kept open 
otherwise the patient will be speedily mercurialised. 

Mercury may be administered by mouth, injec¬ 
tion, as an application to the skin by means of an 
ointment, and by ionisation. 

(1) When mercury is to be administered by the 
mouth I give the green iodide of mercury pill 
(gr. i t.d.s.). 

(2) When it is to be injected I recommend I 


Lambkin's cream (Hydrarg.gr. x; Creo. Camph. 
1Tbxx ; palmatin basis up to V\c ; 1*2 v\x. of cream 
contains 1 gr. of mercury) or benzoate of mercury, 
which is a clear solution. 

(3) I recommend as an ointment, especially in 
children, Ungt. Hyd. Ammon, dil. p.a. 

Of all forms of mercury which it may be necessary 
to give to children I much prefer calomel. 

(4) Ionisation. —This method has only lately 
been introduced with considerable modifications 
by Dr. C. E. Iredell at Guy's Hospital. Without 
asserting that the results are uniformly good, I 
may say that in some obstinate cases in which 
arsenobenzol has been tried without avail, with 
ionisation of mercury has given very good results. 

As to the duration of treatment with mercury, I 
can only say that if I contracted syphilis I should 
j take mercury on and off for the remainder of my 
ife. At all events the minimum should be two 
years. At the St. Louis Clinique, in Paris, they 
have an excellent system of cards by which the 
patient's attendance is registered, and treatment 
continued intermittently or regularly ivithin the 
knowledge of the authorities of the hospital. 

III. The administration of potassium iodide .— 
At one time this was adopted in India, but was 
not continued. I believe that potassium iodide 
has but little antisyphilitic action. 

IV. Salvarsan , etc. —These drugs were first 
introduced in 1909. So much has been written* 
in medical papers about salvarsan that I do not 
propose to say much about it here or its allies, of 
which I consider arsenobenzol to be the best. In 
making ready for an injection of arsenobenzol I 

j strongly recommend that a full diet be given before- 
j hand and that the stomach should be full at the 
time of injection. The yellow powder is shaken 
up in a flask containing 60 c.c. distilled water, and 
then a little caustic soda is added wheifthe powder 
is completely dissolved. A precipitate forms which 
is soluable in slight excess of caustic soda. Sodium 
chloride is then added in a percentage strength of 
*8 and in quantity of 90 c.c. I always make up the 
solution in private before proceeding to the nursing 
home, as it takes some time, and may not always 
proceed very well. 

I make the following rules for injection of 
arsenobenzol: 

(1) Before the actual injection I always 
let normal saline flow into the vein, as any 
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untoward symptoms which may develop are 
thus explained on physical grounds. 

(2) If attempts are made to inject arseno- 
benzol, and it does not flow, it is well to put 
off injection until later. If a lump forms at 
the seat of injection I recommend immediate 
cessation of injection. 

(3) Keep your eyes on the patient’s face, 
and your fingers on his radial pulse, and at 
the least unfavourable sign stop the injection. 

(4) Some patients react badly to arsenic 
and iodine. I therefore recommend the ad¬ 
ministration of liquor arsenicatis 77 \iii for two 
or three days before the proposed injection of 
arsenobenzol. 

(5) Always test the urine beforehand and 
if it contains albumin do not perform injection. 
Eye troubles and cardiac lesions are also 
contra-indications to injection of arsenobenzol. 

Remarks by Dr. C. E. Iredell (Surgeon to 

THE ACTINOTHERAPEUTIC DEPARTMENT, Guy’s 

Hospital) upon Mercury Ionisation. , 

Certain drugs can be introduced into the body by 
means of the constant electric current. Up to the 
present, so far as I know, this method of treatment 
which is known as “ ionisation,” has, with the 
exception of lead poisoning, been used only for 
local conditions, such as a chronic rheumatic 
• affection of the knee. The treatment is especially 
useful in cases of syphilis in which for some reason 
arsenobenzol and allied drugs are contra-indicated 
or in which owing to difficulties during injection it 
has been considered advisable to inject only a 
minimum amount. The results appear to justify 
further use of this method of introducing mercury 
into the body as an adjunct to modern therapeutic 
agents. The difficulties of giving large doses of 
mercury eiftier by mouth or by injection are well 
known. The digestion of the patient is not 
affected in the slightest degree by this method 
of administering mercury, nor is there the slightest 
pain or inconvenience experienced by the patient— 
important points when regular attendance over a 
prolonged period is essential to success in the 
treatment of syphilis. 

During ionisation the particles or, as they are 
termed, the ions travel into the body in the same 
direction as the current. It may be reasonably 
assumed that having obtained a footing there they 


are carried into the blood stream and swept 
through the body. Mercury has been discovered 
by me in the urine after this treatment. 


Obstetrics, Normal and Operative. ByG. P. 
Shears, B.S., M.D. London : J. P. Lippincott 
Co. 1915. (Med. 8vo, pp. 765, 419 figures, 
25J. net.) 

One of the reasons which induced the author to 
produce this book is that in his‘opinion most 
works on obstetrics contain too much irrelevant 
matter and too little about the practice of obstetrics. 
The usual section on anatomy is therefore omitted 
and likewise the traditional one on embryology. 
Dr. Shears has had a wide experience of hospital, 
private, and consulting practice, and latterly he 
has lectured largely to post-graduates. His book 
embodies the gist of this, in addition to containing 
photographs of the delivery of the head and 
placenta, which we do not remember having seen 
equalled or surpassed in any similar work. The 
chapters on the management of labour are very 
good. As might be expected, he dwells at length 
on the exact value of scopolamine-morphine 
narcosis. The same remark holds good concern¬ 
ing the use of pituitary extract, owing to its 
inimical effect of causing exhaustion in the third 
stage of labour. 

lri regard to the patient rising on the third day 
he summarily dismisses the proposal as opposed to 
the common sense of the profession. It would be 
interesting to see the reply of the Edinburgh 
School theory on the subject, as championed by 
Dr. Haultain. Probably both early rising and the 
use of scopolamine attain their best results in 
institutions where their practice is safeguarded by 
resident obstetricians, whereas their advantages 
are largely cancelled in the difficulties associated 
with private practice. 

In occipito-posterior positions, if seen early, the 
author advocates version which is opposed to the 
teaching of most books on obstetrics. He is of 
opinion that eclampsia occurs more frequently in 
sparsely populated districts than in towns. Prof. 
Shears is certainly neither hidebound by tradition 
j nor weighed down by authorities. We can recom- 
! mend the book for views which are candidly 
expressed and for the freshness of its ideas on 
many heads. 
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CHLOROSIS AND GASTRIC ULCER. 

By WILLIAM WILLIAMS, M.D., M.R.C.P., 

Consulting Physician to the Royal Southern Hospital, 
Liverpool. 


In a period of 12 months I have had under 
treatment at hospital 12 cases. All the patients 
except one, who was a teacher, were servant girls, 
and their ages were as follows: Three were 18, 
two were 19, one was 20, three were 21, one was 
22, one was 24, and one was 31. The signs were 
well maiked: blanched condition of the surface 
generally, lips, and conjunctivae ; diminished 
temperature, but which in some of the cases 
alternated with an occasional rise to a little over 
ioo \ All suffered from amenorrhcea; venous hums 
in the neck, and a systolic murmur at the base of 
the heart were present, and mostly well marked, 
together with more or less giddiness, transient loss 
of vision, noises in the ears, and tendency to faint. 
There was no marked loss of flesh in any of the 
cases, but nil gained weight while in hospital, and 
one did so to the extent of 13^ lb. in a little under 
seven weeks. 

As regards the history, all had suffered, to 
commence with, from \yhatthey termed indigestion. 
At first it was swelling and tightness after food, 
with acid eructations; next came pain, more or 
less localised, but always in the epigastrium, and 
then vomiting, which was at one or more periods 
accompanied by haematemesis. They recovered 
in the following periods, viz.: Four in 3 weeks, 
three under 4 weeks, and one in 8 weeks. The 
first symptoms to disappear, taking all the cases 
together, were the the venous hums and cardiac 
bruit; in most of these patients they were absent 
at the end of the first week, and in all by the end 
qf the second. The gastric pain also went early, 
but some tenderness was apt to remain well into 
the second week. After this all the cases 
complained merely of hunger. Colour returned 
very gradually at first, and then rapidly. 

The treatment consisted in lying in bed ; or, if 
able to be up, to be clothed in loose clothing, 
taking as food one pint of milk, to which an equal 
quantity of water had been added, daily for the 
first, second, and, in some of the cases, third 
week; after which period the diet was very 
gradually increased by the addition of more 
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diluted milk, arrowroot, then custard, and ulti¬ 
mately solids, beginning with fish, according to the 
progress of the case. But in all the cases it was 
found that the lower the diet was kept during the 
first three weeks the more rapid was the subsequent 
progress. Some mild aperient was found necessary 
during the first fortnight, as the bowels were 
invariably costive during this period. As to drugs, 
some mild preparation of iron—one of the ci- 
tratesT—was administered, but I look upon the 
loose clothing, low diet, and the regulation of the 
bowels as the effective treatment, quite inde¬ 
pendently of the iron. ■ 

Authors suggest the following as causes of 
chlorosis—deficient or unsuitable diet, unwhole¬ 
some habitations, sedentary habits, late hours. 
Why is this affection confined to females, and to 
females at a certain age ? Why is the general 
condition, as regards flesh, not materially affected 
as well as that of the blood ? How is it that they 
recover so quickly in spite of such marked blood- 
change, when the only treatment adopted is loose 
clothing, the lowest of low diet, and mild purga¬ 
tives? I leave the iron out of consideration, 
because some of these cases had been taking it 
without benefit before coming into hospital; the 
only answer to the first question is, that women 
are clothed differently from men, and that young 
women or girls, not having become as yet accus¬ 
tomed to tight lacing, continue to suffer until their 
shapes are permanently altered, and the abdominal 
organs have become acclimatised to their change 
of locality. Most girls fill out rapidly on • the 
advent of puberty, and such subjects would suffer 
most from a corset fixed in size, to say nothing 
of the fact that stoutishly-inclined young women 
would be just the ones to entertain most anxiety 
about the size of their waists, and so take most 
pains with them. As to the general condition in 
regard to flesh being unaffected, or not much so, 
knd the rapidity with which recovery takes place, 
the explanation, I think, must be that the altered 
state of the blood cannot have been of very long 
duration, and that it must he owing to direct loss 
of blood by haemorrhage, and not to any impair¬ 
ment of the blood-forming organs, or of their 
functions, which would necessarily be incompatible 
with either stoutness or rapid recovery. 

The form of haemorrhage to which I attribute 
the production of chlorosis is that from gastric 
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ulceration, my view of the manner in which this 
is produced by tight lacing is as follows: When 
food enters the stomach, besides the increase of 
size due to its mere presence there, a still further 
and perhaps more. marked enlargement of the 
organ takes place during the process of digestion, 
especially if an unhealthy digestion, and owing 
largely to the development of gases. It is no 
doubt essential to the healthy performance of the 
gastric function that this expansion should be 
allowed to take place freely, and without gener¬ 
ating increased tension to any extent within the 
abdominal cavity, as any increase of tension must 
interfere with the portal circulation, and so directly 
with digestion itself, and with the absorption of 
digested products. Such interference would render 
the gastric vessels anaemic, determining the blood, 
so to speak, to other regions where the resistance 
to its flow was less. The peculiarity, however, of 
the formation of the vena porta introduces an 
element of difficulty to the ready acceptance of 
this view, and so in anyattempt to ascertain the 
effect of pressure on the abdominal organs severally, 
the peculiarity of this vessel, or rather system of 
vessels, in having capillaries at both ends, must be 
taken into account, because, for this reason, pres¬ 
sure affects it differently from what it does an 
ordinary vessel. The capillaries of origin in the 
mucous membrane of the stomach and intestines, 
having the arterial force still unexpended in them, 
would not be so much affected as the capillaries 
of termination or distribution within the liver, 
which are separated by the former set from the 
force of the heart. Thus increase of abdominal 
tension would compress all the vessels within the 
liver, rendering it anaemic,—would, in fact, act In 
the same manner as cirrhosis does, with conges¬ 
tion of the portal vein and radicles, with which 
state we know that gastric ulcer is common. 
An absorption of the contents of the stomach and 
intestines would be difficult, aggravating the normal 
causes of distension of the stomach by interfering 
with digestion. 

In connection with the portal circulation must 
be considered also the effect of pressure on the 
spleen. This organ, from its elastic properties, 
large extent, and peculiar arrangement of its blood- 
supply, and its close relationship to the portal 
system, must be recognised as an important aid 
to the circulation through the hepatic capillaries, 


and so to the liver function itself, that would other¬ 
wise be left outside cardiac influence almost 
entirely. 

During the process of digestion, when the portal 
circulation is required to be active, the spleen, by 
a determination of blood to it, becomes distended, 
and the cardiac force which has caused this disten¬ 
sion is, owing to the extremely elastic properties 
of the spleen, passed on by the subsequent reaction, 
and brought to bear directly on the portal circula¬ 
tion ; the spleen storing up as it were the cardiac 
force, acting very much like the air-bag of a spray 
producer, or like the air chamber of a fire-engine, 
and like them is likewise useful in making the 
stream continuous, obliterating the arterial jerk, 
doubtless an important matter to functional integrity 
of such a large and solid gland as the liver. 

In Landois and Sterling's ‘ Physiology' the cir¬ 
culation within the spleen is stated not to be due to 
the blood-pressure within the arteries, but to be 
carried on chiefly by a rhythmical contraction of the 
muscular fibres of the capsule and trabeculae. The 
spleen undergoes regular rhythmical contractions— 
systole—and dilatations—diastole. This alterna¬ 
tion of systole and diastole may last for hours, and 
the two events together occupy about one minute. 
Pressure on the splenic vein causes enlargement of 
the spleen. After a meal the spleen “ increases 
in size, and 5 hours after a meal, when digestion 
is nearly finished, it is largest. When the spleen 
contracts by stimulation of its nerves the liver gets 
larger, as if it were injected with more blood than 
usual ” (Drosdow). 

To sum up, the abdomen is a cavity liable under 
various circumstances, to considerable alterations 
of size ; and owing to the yielding naturti of the 
walls, these variations are in the natural state 
unaccompanied by any alteration of internal tension. 
Any abnormal restriction however to free expansion 
must at once generate tension within, which espe¬ 
cially interferes with the portal circulation, by 
compressing the liver as a whole, and so rendering 
the circulation through its compressed capillaries 
difficult. This difficulty is rendered greater by the 
aid which the spleen affords the liver circulation 
being impaired or lost owing to this organ's inability 
to expand and fill itself with blood under increased 
abdominal tension and decreased abdominal 
capacity. We can imagine what this tension 
from lessened or restricted capacity may be 
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like when we call to mind the fact that the stays 
are put on in the morning necessarily after a long 
fast, and are worn all day unaltered, converting the | 
abdomen to all intents and purposes into a cavity 
with unyielding walls. If, then, it was a tight fit 
in the morning, what must it be after dinner, and 
what must the tension ultimately increase to during 
the subsequent digestion, which has been made 
unhealthy by the venous stasis in the portal system 
—always a sluggish system probably, as compared 
with the general circulation ? 

As already said, it is the young that suffer most. 
After a time various displacements take place, 
which by increasing the internal area lessen the 
mischief; the abdominal walls, too, get dilated 
below ; the pelvic organs are pushed downwards, 
and perhaps some displacement upwards takes 
place in the contents of the chest, with correspond¬ 
ing increase of capacity above. 

The abdominal cavity in its natural state 
accomodates itself easily to the variations in size 
the contained organs have severally to undergo in 
the performance of their healthy functions, and the 
effect of altering this all-important condition by 
means of a fixed, inelastic, and unalterable case 
during the very time when functional activity 
is required must have serious and far-reaching 
results. 

The experiments of Pavy show that arrest of 
circulation in any part of the stomach leads to 
digestion of that part by the gastric juice in con¬ 
tact with it. It is generally admitted that the 
most likely cause is arrest of circulation by venous 
stasis with or without extravasation ; and since we 
know that these conditions do of themselves lead to 
necrosis in other parts we can readily imagine how 
much more effective they would prove in the case 
of the stomach, when they would be aided by the 
dissolving influence of the gastric juice. 


The Care of the Body. The Care of the 
Teeth. The Health of the Skin. The 
Eyes of our Children. London : Methuen 
& Co. Price is. net each. 

These books have been added to the list of 
Methuen's Health Series. They are written by 
medical men in language clear and non-technical, 
in a popular, interesting, and in some cases even 


entertaining form. The routine of life is passed in 
review, the question of suitable and unsuitable food 
is discussed, and how best to lengthen one's days 
is detailed in an attractive manner. 

Pulmonary Tuberculosis in General Prac¬ 
tice. By Halliday G. Sutherland, 
M.D.Edin. London: Cassell & Co., Ltd., 
1916. (Demy 8vo, pp. 304, 6 plates, 42 
figures, 9 charts, 10 s. 6 d . net.) 

As Dr. Sutherland is a disciple of Sir Robert 
Philip, this book is a large reflex of the teaching 
of the Edinburgh School. The book is written in 
the interests of the general practitioner, a wise step, 
since with the latter rests ultimately the recognition 
and early treatment of this scourge. His line— 
and it cannot be over-emphasised—is that pul¬ 
monary tuberculosis is a systemic disease and not 
a local one. The description of its etiology and 
pathology is excellent, and this is followed by 
chapters on the symptoms, signs, and diagnosis. 
1 In regard to treatment, fresh air, food and exercise 
1 have their respective values appraised, but the 
| reader will naturally turn to the use of tuberculin, 
of which, in suitable cases, Dr. Sutherland is an 
advocate. It should not be administered em- 
! pirically. Its condemnation has largely risen 
' from ignorance of the class of patient and the 
precise period at which its administration is likely 
to meet with success. A careful study of the book 
| will largely safeguard the cautious practitioner 
from possible errors in this connection. Its mal¬ 
administration is aptly coupled with'that of digitalis 
as a u two-edged weapon. 5 ' 

Dr. Sutherland uses a polyvalent tuberculin 
which contains 11 different tuberculins mixed 
together. This he has used for 5 years in selected 
cases with good clinical results. As might be 
expected, the author writes clearly, and the book 
is one of the best and most practical that have 
appeared on the subject. He has spared no pains 
to make it a most complete and reliable text-book, 
and it may confidently be recommended to the 
attention of all medidal practitioners. Fig. 39 
shows a pure-air shelter which he has designed 
and recommends for open air treatment. 
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CONCEALED ACCIDENTAL 
HEMORRHAGE WITH INTRA- 
PERITONEAL BLEEDING.* 

By ARTHUR J. McNAIR, M.D., 


at once. Caesarean section was considered, but 
as the cervix was partially dilated, and did not 
seem to be unduly rigid, delivery per vias naturales 
was thought to be the more favourable method. 

The patient was transferred to the theatre, 
where intravenous saline infusion was begun. 


A 6 para, set. 34 years, was admitted into Guy’s j 
Hospital on May 12th, 1916, from the Maternity 
Charity. Mr. Bellingham Smith kindly permits 
me to publish these notes. Five previous ges¬ 
tations terminated naturally at full term. Her j 
present pregnancy, which was at the thirty-fourth 
week, had been complicated by profuse uterine 
haemorrhage at the third month. This bleeding 
persisted for 4 days, but then ceased, and did not 
recur. She had also, in March, vomited a large 
quantity of blood on two occasions. 

On the morning of the day of admission she 
arose from bed to prepare breakfast, and was 
immediately seized with agonising pains in the 
abdomen. She fainted, but soon recovered con¬ 
sciousness, and the pain became less On again 
attempting to leave the bed, however, later in the 
day, she was once more attacked with griping 
abdominal pain, which gradually became con¬ 
tinuous and more severe. She stated that the 
pains were quite unlike labour pains, and that 
there had been no “ show.” On the previous 
day she had carried a child, aet. 3 years, to the 
hospital and back. 

On admission, she was blanched, her skin was 
moist with perspiration, her breathing was rapid j 
and restrained, and her pulse was feeble and f 
irregular. The uterus, the fundus of which reached j 
to the ensiform cartilage, was of woody hardness; j 
there was no alternation of contraction and re- j 
laxation. Pain was intense, and palpation of the 
abdomen was scarcely tolerated. The fcetal head 1 
could be felt at the pelvic brim, but no other 
foetal parts could be distinguished, nor could the 
heart-sounds be heard. Per vagtnam the cervix 
was found one-third dilated, the membranes were 
intact, and the head was firmly engaged in the 
third vertex position. There was no trace of 
haemorrhage. 

Internal haemorrhage was diagnosed, and as the 
woman’s condition was becoming progressively 
more serious, it was decided to empty the uterus 


Under ether the cervix was manually dilated with 
ease, and the foetus, 5 lb. in weight, was delivered 
with a cranioclast. During the dilatation of the 
cervix the membranes were ruptured, and, on 
displacement of the head, the pulseless cord was 
prolapsed by a forcible gush of amniotic fluid 
untinged with blood. When dilatation was nearly 
completed blood escaped from the uterus for the 
first time. As soon as the head was extracted 
the placenta, which was completely detached, 
presented, and was delivered with the body. This 
was followed by the discharge of a large quantity 
of blood, mostly recently clotted. The amount 
was estimated at 3 pints. A hot intrauterine 
douche was given, and pituitrin was injected. The 
uterus retracted perfectly, and subsequently there 
was only a negligible amount of haemorrhage. 
Urine, obtained by catheterisation, contained a 
trace of albumin, but no casts were detected in 
the centrifugalised deposit. The placenta was 
normal in every respect: there were no areas of 
infarction. 

The patient was back in bed in 25 minutes. 
Saline infusion, which had been given intra¬ 
venously to the extent of 2^ pints, was continued 
subcutaneously. She was suffering from severe 
shock and collapse, but during the next 3 hours 
materially improved. Half an hour later, how¬ 
ever, she became uncontrollably restless, com¬ 
plained of pain in her abdomen, and died rather 
suddenly. 

At the necropsy the peritoneal cavity was found 
to contain 24 oz. of recently shed blood, the 
source of which was evidently the uterus. The 
uterus was preserved for further investigation. 
All other organs were anaemic, but apparently free 
from disease. On the anterior surface of the 
uterus were a number of lacerations, some of 
which were mere fissures of the serous coat, whilst 
others penetrated more deeply into the uterine 
muscle. The placental site corresponded with 
the situation of the superficial tears. A deep 
| furrow ran vertically across the placental site. 


* Read at the Royal Society of Medicine. Numerous subserous haemorrhages were seen. 
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while on section patches of haemorrhagic infil¬ 
tration were detected. Microscopical sections 
showed areas of interstitial haemorrhage, separating 
apparently healthy muscle fibres. No excess of 
elastic tissue was demonstrable, nor were there an 
unusual amount of white connective tissue. 

Superficial laceration of the uterus has been 
described in a number of cases. Braxton Hicks (2), 
at the Obst. Soc. of London in 1861, mentioned 
several recorded cases of this complication of 
concealed accidental haemorrhage, and gave par¬ 
ticulars of one which had occurred in the Guy’s 
Maternity Charity. In his case, however, no 
blood had escaped into the peritoneal cavity. 
Recently the condition was reviewed by M. 
Fraipont (3), who described a case in many 
respects similar to the present one. He laid 
stress upon the association of peritoneal tears 
with the condition which Couvelaire had desig¬ 
nated as “apoplexe ut^ro-placentaire.” Shannon (4), 
Clifford (1), and Fletcher Shaw (5) have published 
notes on similar cases. The last found areas of 
extravasated blood in 4 out of 5 uteri which 
• had been removed for concealed haemorrhage. 
In no case is there a reference to an internal 
tear such as ran across the placental site in 
the present case. These lacerations may seem 
to be due to sudden over distension of the 
uterus. I can bring forward no additional evi¬ 
dence as to the causation of this catastrophe, 
a question which has been the source of much 
controversy. Whitridge Williams (6) has dealt 
with the subject of premature separation of the 
placenta in uteri extensively infiltrated with blood. 
He gives details of searching histological investi¬ 
gation of two uteri, and appends a full bibliography 
of the whole subject. 
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Practical Text-book of Midwifery for 
Nurses. By Robert Jardine, M.D.Edin., 
F.R.F.P.Glas., F.R.S.Edin. London : Henry 
Kimpton; Glasgow: Stenhouse. (Med. 8vo,, 
296 pp., 60 illustrations. 5^. net. 

A sixth edition of Dr. Jardine’s lectures delivered 
to maternity nurses is a convincing proof of its con¬ 
tinued popularity. The view of regarding mid¬ 
wifery as a surgical operation invested with all the 
ritual of cleanliness is wisely invested on, the author 
inclining to aseptic as contrasted with antiseptic 
measures. The impending extension of the Mid- 
wives’ Act to Scotland furnishes a text for the 
thorough training of the prospective midwife. In 
the treatment of eclampsia after the usual pro¬ 
cesses of elimination have been carried out vera- 
trine by injection is the drug chiefly relied on. 
There is an excellent chapter in the feeding and 
care of the infant from the pen of Dr. L. Findlay, 
physician to the Royal Hospital for Sick Children. 
This abounds in common sense, a quality in such 
subjects unfortunately by no means common. As 
a manual for training midwives this could scarcely 
be improved. 


Applied Immunology. By B. A. Thomas, M.D., 
and R. H. Ivy, M.D. London and Phila¬ 
delphia: J. B Lippincott Co., 1916. (Demy 
8vo, pp. 357, 5 plates, 68 figures, 16*. net,) 
The rapid sale of the first edition of this work 
has necessitated a second edition, and the oppor¬ 
tunity has been seized to interpolate new matter 
and so bring the book abreast of modern research. 
It will appeal to practitioners and students who 
elect to keep posted in the recent advances and 
their application to general practice. The part 
which will be read with interest by the practitioner 
deals with specific bacterial cutaneous reactions, 
innoculations, and their prophylactic action. The 
limitations and contra-indications of tuberculin 
therapy will command attention. Its routine use 
is indicated in afebrile or mildly febrile patients, 
when an incipient infection may be aborted, or 
the course of a chronic pulmonary process favour¬ 
ably influenced. The best results have occurred 
in chronic osteitis and arthritis; hence knee, 
spinal, and hip-joint disease are treated with ex¬ 
cellent results, while in acute osteomyelitis and 
arthritis tuberculin therapy is condemned. Abder- 



SYMPTOMS DUE TO DENTITION. 


[ Clinical Journ. t 


158 


halden’s biological test for pregnancy is held to 
give promise of becoming important in diagnosis, 
but to require further experiment to eliminate 
possible sources of error. As an important sero¬ 
logical research we cordially recommend this work. 
The illustrations are both numerous and clear. 


Violent Screaming and Photophobia Caused 
by Dentition. —John Thomson point out that 
while our forefathers erred in attributing much 
serious disease, and even death, to the physio¬ 
logical process of teething, it is apt to be forgotten 
that it does occasionally produce nervous sym¬ 
ptoms, such as giddiness, head-retraction, vomiting, 
photophobia, and violent screaming. 

A breast-fed but slightly rickety baby, between 
the ages of 9^ and 20 months, suffered from severe 
nervous symptoms, which seemed always associated 
with the cutting of teeth. The first attack began 
when the lower central incisors were appearing (at 
9' months), and continued, with only slight inter¬ 
missions, for 11 weeks, by the end of which time 
10 teeth had appeared. The attack then ceased 
suddenly. Its main features were photophobia 
and loud screaming ; the child also vomited once. 

The photophobia was pronounced—like that 
seen in cases of corneal ulcer—and the child held 
down his head, and could be induced only to open 
his eyes slightly in the dark. On the day on 
which it began (end of February) the sun was 
bright and the ground was covered with snow, 
which may have had something to do with the 
symptom. The eyes were examined several times 
by Sir George A. Berry, and found normal in every 
respect. The instillation of a few drops of a 5 per 
cent, solution of cocaine .greatly lessened the 
photophobia, but only for a few minutes. No 
other treatment had any effect. One morning in 
the beginning of May, when his mother took him 
out as usual, the child opened his eyes widely and 
looked about him. There was no return of the 
photophobia for 3 months. 

The screaming was so violent that it was heard 
200 yards from the house. It was said to go on 
almost constantly as long as the baby was awake, 
and it was especially bad during the night. No 
cause for it could be found. Antipyrin, in doses 
gr. 3 every 6 hours, gave a little relief for a short 


time; chloral had no effect. Finally, laudanum 
was given, and, as it lessened the screaming, the 
parents continued it, and steadily increased the 
dose. For 6 weeks he had from 10 to 20 drops, 
and after that for about 4 weeks as much as i8| 
drops, every night at bedtime. This effectually 
quieted him, but did not make him sleep much. 
In the beginning of May the screaming ceased 
suddenly with the photophobia. For 3 months 
the child seemed quite well. Then, in the be¬ 
ginning of August, his symptoms suddenly returned. 
This time, with the screaming, there was constant 
vomiting, w r ith numerous green motions. There 
was also considerable photophobia, and the child 
held his hands in front of his eyes ; it was not so 
bad, however, as before. The 4 canine teeth were 
bulging the gums. Five weeks later these were 
all through, and the symptoms ceased abruptly. 

In the beginning of December, when 20 months 
old, he had an attack of influenza, with bronchitis; 
and, when recovering, he suddenly showed severe 
diarrhoea and vomiting. This was immediately 
followed by photophobia, rather less severe than 
before, and by screaming just as formerly. The 
lower back molars were found to be coming. The 
symptoms continued for some weeks and then 
ceased, and nothing of the kind occurred again. 

All the attacks occurred when a set of teeth was 
in process of appearing through the gum. Lancing 
the gums was no^ tried, because on no occasion 
was there any redness, swelling, or tenderness over 
the coming teeth. Indeed, the mother remarked 
that he never wet his bib or put his fingers into 
his mouth as her other children had done during 
dentition. A vigorous attempt was made to remedy 
the lack of saliva by rubbing the gums with tincture 
of pyrethrum, but it had no effect. The important 
point in the treatment was the excellent result of 
the large doses of laudanum, and the absence of 
bad results from them. In more than one similar, 
though less severe, case the writer has found this 
treatment successful. 

The boy grew up an ordinary healthy lad, but 
at 18 developed pulmonary tuberculosis from 
which he died a ^ear later .—Edinburgh Med. 
Journ ., March, p. 203. 
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SYPHILITIC AND NON-SYPHILITIC 
MYOCARDIAL FIBROSIS AND 
CARDIAC ANEURYSMS. 

By F. PARKES WEBER, M.A., M.D., 
F.R.C.P.Lond. 


Amongst syphilitic affections of the heart probably 
the most characteristic is the localised degeneral ion 
of the myocardium (mostly of the left ventricle) 
connected with syphilitic endarteritis obliterans 
(proliferans) of the arterioles supplying the heart- 
muscle with blood. The cardiac muscle-fibres, 
that is to say, the more highly differentiated or 
“ nobler ” elements, in the affected area of the 
heart-wall degenerate on account of the deficient 
supply of arterial blood, whilst the connective 
tissue elements, that is to say, the less differen¬ 
tiated or “inferior” but “ hardier ” elements, pro¬ 
liferate so as to give rise to a kind of “ fibrous 
substitution.” This fibrous substitution serves to 
strengthen the heart-wall in the affected area. 
Rupture very seldom takes place, but aneurysmal 
bulging occurs less rarely. In fact, this process is 
probably the commonest cause of cardiac aneurysm, 
and is doubtless analogous to the patches of 
syphilitic disease in the aorta (connected with 
1 endarteritis obliterans of the vasa vasorum), which 
are the commonest cause of thoracic aneurysms. 
The process may likewise be compared with the 
formation of localised areas of cerebral softening 
due to syphilitic endarteritis obliterans of arterioles, 
with or without actual syphilitic thrombosis of any 
of the large arteries on which the affected area of 
the brain is dependent for its supply of blood. 

Syphilitic myocardial fibrosis, with all its conse¬ 
quences, may occur in cases of inherited (con¬ 
genital) syphilis, though it is rarer in these cases 
than in those of acquired syphilis : one remarkable 
example (Case 3) in congenital syphilis will be 
described in the present paper. 

If the patient survives, the characteristic syphi¬ 
litic changes in the arterioles appear to be lost in 
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later life, so that, if the affected area of the heart- 
wall be examined microscopically, nothing is seen 
beyond extreme fibrosis ( cf. Case 2), which is the 
result of the process of fibrous substitution to 
which I have above alluded. Till comparatively 
recent times such fibrotic areas of the heart-wall, 
spoken of as the result of a fibroid change,” 
“ myofibrosis cordis,” “ cardiofibrosis,” “ myo¬ 
cardial fibrosis,” etc., were probably too often 
regarded as. being non-syphil tic in nature, the 
result of a non syphilitic degenerative process, 
just as the majority of aortic aneurysms were 
supposed to be non-syphilitic in nature, that is 
to say, allied to a non-syphilitic degenerative 
atheromatous change. In the clinical recogni¬ 
tion of syphilitic diseases, both of the heart and 
of the aorta, the Wassermann reaction (properly 
carried out) is of the greatest value; and, of 
course, when aneurysmal bulging has occurred, 
Roentgen ray examination sometimes instantly 
furnishes the correct diagnosis. In old cases, 
however, of syphilitic myocardial disease, when 
nothing but a local substitution fibrosis is left as 
the remains of the original syphilitic process, the 
Wassermann reaction may sometimes be negative 
(as in Case 2). 

In regard to prognosis much must depend on 
what stage the disease has reached before the 
correct diagnosis is suspected and antisyphilitic 
as well as ordinary treatment is instituted. It is 
well known that more or less sudden death is not 
rare in cases of cardiac syphilis, as, for instance, 
in some cases of commencing cardiac aneurysm 
{cf Case 4). In some other cases death is due to 
ante-mortem cardiac thrombosis, especially to 
the formation of thrombi on the diseased areas 
of heart-wall {cf Cases 1 and 3), with resulting 
embolic infarction in various viscera*. 

Amongst the following cases (for help, especially 
in the pathological examination of most of which, 
I have to thank Dr H. Schmidt) those are placed 
first in which a post-mortem examination was 
made. In cases that improve, with or without 
special antisyphilic treatment, the clinical diagnosis 
must, of course, be often open to doubt. 

Case i. —The patient, A. L—, set. 35 years, a 
well-built man, employed in pianforte-making, was 
admitted to hospital on November nth, 1916, 
giving the history that till September, 1915, he had 
usually had good health, but that he then com¬ 


menced to feel ailing. He complained of shortness 
of breath on exertion. He admitted that he had 
once had a soft chancre, but denied ever having 
had syphilis. The heart was somewhat enlarged 
to the left, the apex beat being half an inch 
to the left of the left nipple line; no definite 
cardiac murmur could be made out. He was 
treated by rest in bed find moderate doses of 
digitalis. The pulse varied between 92 and 124 
per minute; the respiration varied between 22 
and 32. The brachial systolic blood-pressure 
(November 26th, 1916) was no mm. Hg. The 
temperature at first occasionally rose to about 
ioo° F. in the evenings, but not after November 
30th. The urine varied between 1500 c.c. and 
3000 c.c. in the 24 hours (specific gravity 1012 to 
1014 when taken), and was free from albumin and 
sugar. At first there was no oedema. The blood 
serum (November 29th, 1916) gave a strongly 
positive Wassermann reaction for syphilis. 

After that some iodide of potassium, with am¬ 
monium carbonate and nux vomica was given. 
On December 7th the patient commenced to 
suffer from haemoptysis, which the result proved 
to be due to pulmonary embolisms. Roentgen ray 
examination of the thorax showed enlargement of 
the heart, especially to the left, with broadening 
of the great vessel area; areas of more or less 
consolidation were seen in the right lung (Dr. 
James Metcalfe). On December 9th subcutaneous 
oedema was noted in the legs, and on December 
13th great tympanites developed raiher suddenly, 
at about mid-day, after a period (two days) of 
diarrhoea. This tympanites continued till the 
patient’s death on December 23rd, in spite of 
treatment of various kinds, including trials of oil 
of peppermint, cajuput oil, oleum terebinthinae, 
salor, choral hydrate, the introduction of a rubber 
tube into the rectum, enemata, purgatives, and 
subcutaneous injections of pituitrin. The dis¬ 
tension was not chiefly of the stomach, as there 
was occasional slight belching, and the passage of 
a stomach tube failed to give relief. From the 
commencement of the tympanites the bowels were 
only slightly opened occasionally. The possi¬ 
bility of embolism of mesenteric arteries was 
thought of. 

From December 7th haemoptysis (mostly only 
slight) continued till December 19th, when the 
patient ceased to expectorate. The physical signs 
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over the lungs varied somewhat from time to time, 
but there was impaired resonance with bronchial 
breathing over the lower part of the left lung, and 
over parts of the right lung there was inspiratory 
crepitation. The tongue was very dry. The 
urine contained a little albumin, but no blood. 
The brachial systolic blood-pressure two days 
before death was only 95 mm. Hg. The sub¬ 
cutaneous oedema increased somewhat; and the 
conjunctivae had a subicteric tinge at the end. 

The necropsy showed that the meteorism was 
confined to the large intestine, which contained a 
certain amount of fluid faeces. The whole large 
intestine was distended, with the exception of a 
small portion at the splenic flexure and the rectum. 
The lungs were both somewhat collapsed at their 
bases, and contained (especially the right lung) 
many haemorrhagic embolic infarctions, some of 
them quite recent, others of rather earlier date. 
There was between a half and one litre of sero- 
sanguineous fluid in each pleura. 

The heart was dilated and hypertrophied, weigh¬ 
ing 19 oz., and showed extensive myocardial fibrotic 
changes, especially of the left ventricle. A large 
portion of the wall of the left ventricle, namely, 
from below the mitral valves to the aortic orifice 
(the “conus arteriosus ” portion), was bulged, and, 
in fact, constituted a commencing cardiac aneu¬ 
rysm, which was lined with dark clot. There were 
likewise fibrotic changes in the wall of the right 
ventricle, but (in spite of the pulmonary embo¬ 
lisms) no ante-mortem thrombi on the right side 
of the heart could be found at the post-mortem 
examination. The aorta and main coronary artery 
trunks did not appear much diseased ; they showed 
only slight intimal changes. Microscopic exami¬ 
nation of affected areas of the ventricular walls 
showed characteristic replacement of cardiac muscle 
by fibrous tissue. This “replacement-fibrosis” 1 
varied in degree in different parts. In a piece of j 
the left ventricle from the aneurysmal bulging near j 
the aortic valves there was hardly any muscular ! 
tissue left. The fibrosis was very extensive in a 
piece of the left ventricular wall somewhat further 
from the aortic valves, and likewise in a piece from 
about the middle of the outer wall of the right 
ventricle. Another piece taken from the middle of 
the outer wall of the left ventricle showed very 
little fibrosis. There was much endarteritis pro- 
liferans of the arterioles supplying the affected 


portions ; in some of them the lumen was prac¬ 
tically obliterated by the proliferation of the inner 
coat (well seen in sections by Weigert’s elastic 
tissue staining). Besides the fibrotic changes, 
there were scattered patches of small-cell (lympho¬ 
cytic) infiltration. Under the endocardium at one 
part of the right ventricle there was also a necrotic 
focus resembling the atheromatous changes fre¬ 
quently met with in aortas. 

With regard to the rest of the post-mortem 
examination, it may be stated that the liver (weight, 
51 oz.) and the kidneys (weight together, nj oz.) 
showed passive congestion. In the right kidney 
there was a minute anaemic infarction (verified by 
microscopic examination), which was the only 
embolism discovered anywhere excepting in the 
lungs. The spleen was rather small and hard, as 
in chronic passive congestion. No tumour or 
ulcer was found in any part of tl^e alimentary 
canal ; nor was any evidence of thrombosis or 
embolism discovered in any of the mesenteric 
blood-vessels. 

I may mention, by the way, that in the stomach 
there was a hard, partly crystalline, conglomerate 
mass, evidently derived from the salol which the 
patient had been given for his meteorism. When 
some of this crystalline substance was heated in a 
flame it gave out a characteristic odour. Another 
portion was dissolved in a caustic potash solution. 
Some of the precipitate produced by adding hydro¬ 
chloric acid to this was dissolved in hot water, and 
was found to give a typical blue-purple colour with 
perchloride of iron, thus confirming the natural 
supposition that the crystalline mass was salol. 
There is a considerable literature regarding the 
occasional formation of quartz-like fragments and 
“crystalline conglomerates” in the stomach and 
intestines as the result of taking salol by the mouth. 
Such conglomerates have been termed “ drug-con- 
cfetions”or “pseudo-calculi,”and in some cases even 
symptoms of intestinal obstruction have arisen.* 

* Cf. Albert Robin, “ Contribution h l'^tude des eiitero- 
lithe*? d'origine m^dicamenteuse,” ‘ Bulletin de l’Academie 
de Medecine,’ Paris, 1897, vol. xxxvii, p. 358. Cf. also 
C. R. Marshall “On Salol Calculi,” ‘Brit. Med. Journ.,’ 
1897, vol. ii, p. 78. For a case of “drug-concretions” or 
“ pseudo-calculi ” due to both salol and benzonaphthol, 
see Grimbert, 4 Journal de Pharmacie et de Chimie,’ Paris, 
| 1909, vol. xxx, p. 209. Sir Frederick Treves has likewise 
| called attention to the passage of conglomerates or calculi 
j in the faeces of patients taking salol. 




162 


MYOCARDIAL FIBROSIS AND CARDIAC ANEURYSMS. 


f Clinical Journ. 


Case 2.—The patient, C. S—, a man, aet. 70 
years, was admitted to hospital on February 12th, 
1917, with general dropsy and severe bedsores. 
He gave a history of having been confined to his 
bed for the last 18 months, and of having had 
syphilis about 30 years ago. In the hospital there 
was occasionally a little fever. There was some 
crepitation over the upper front of the right lung. 
The urine (diminished in quantity) contained 
about 2 per mille albumen (by Esbach's method), 
and some granular casts. There was irregularity of 
the cardiac action, of the “extra-systole kind,” and 
the pulse-frequency varied between 102 and 120 
per minute; respiration, 26 to 36 per minute. 
The brachial systolic blood-pressure (February 
16th, 1917) was 125 mm. Hg. Treatment by 
digitalis, etc., seemed to have little effect, and he 
died on February 20th, 8 days after admission. 

The necropsy and microscopic examination , besides 
the general dropsy, showed slight hepatic cirrhosis 
and moderate chronic interstitial nephritis, with 
the remnants of old renal infarctions. There was 
some sero-fibrinous effusion in both pleurae. The 
whole aorta was extremely atheromatous. The 
heart (weight, 16 oz.) was somewhat hypertrophied, 
especially the left ventricle. There was much 
myocardial fibrosis, involving the anterior portion 
(especially from the middle to the apex) of the 
left ventricular wall and the adjoining part of the 
interventricular septum. Microscopic examination 
of the fibrosed area showed practically no changes 
excepting extensive old fibrous substitution of the 
myocardial tissue. The fibrous tissue was not 
particularly rich in nuclei, and there was no 
evidence of any active inflammatory process going 
on, such as might be shown by small-cell in¬ 
filtration. Nor was there any definite endarteritis 
proliferans seen, as there was in Case 1. I suppose,' 
however, that the localised myocardial fibrosis in 
the present case was originally an active syphilitic 
process, as it was in Case 1. The man, as 
already stated, had had syphilis about 30 years 
before his death, and the syphilitic process in 
his heart had doubtless long become quiescent. 
It may be noted (for what it is worth) that a 
specimen of his blood-serum obtained at the post¬ 
mortem examination gave a negative Wassermann 
reaction. 

Case 3.—This case I published in full in the | 
‘British Journal of Children's Diseases' for j 


October, 1916.* The patient, W. C—, net. 
10 years, a boy of Russian Jewish parentage, was 
admitted to hospital on March 8th, i6i(>, with a 
history of recent melaena. He was rather delicate- 
looking and had considerable enlargement of the 
heart. Crepitation was at first present at the base 
of the left lung behind, but could no longer be 
heard by March 20th. In the hospital he fre¬ 
quently had more or less melsena, and occasionally 
there was a little fever. Sometimes he complained 
of headache. The urine was free from albumin 
and sugar. There was a history of his having had 
an illness, accompanied by the passage of blood 
per rectum , two years previously. 

On April 7th severe haemorrhage occurred from 
the bowel, and, as a result, the boy became col¬ 
lapsed and blanched from the loss of blood. In 
the afternoon of that day no pulse could be felt at 
the wrists, and an intravenous injection of physio¬ 
logical salt solution was made with good result. 
During the following days a continuous “ drop- 
enema” of physiological saline solution was fre¬ 
quently made use of, and the patient’s condition 
gradually improved. Calcium lactate was given 
by the mouth. There was practically never any 
fever. Apart from the loss of blood per rectum , 
the patient had sometimes had, since the illness of 
two years ago, and during the first part of the 
present illness, slight haematemesis and slight 
haemoptysis. 

On April 14th I noted that the faeces were quite 
free from blood, even by the modified guaiac test. 
No fever whatever was charted after April 16th, 
and the patient left the hospital on June 13th in 
apparently satisfactory condition, except for the 
enlarged heart. Temporarily (May 5th) the faeces 
again gave a positive reaction for blood. Early in 
June I noted that the boy was gaining weight and 
seemed well and happy. The pulse was, however, 
generally between 100 and 120 per minute, and 
the respiration between 26 and 28. The urine 
contained no albumin or sugar. The cardiac 
impulse was forcible, and the apex beat was in the 
6th left intercostal space in the anterior axillary 
line ; no murmur of any kind could be detected. 

On June 20th the boy looked pale and vomited, 
and he was readmitted. The urine then showed 

* F. Parkes Weber, “ Extensive Fibrosis of the Left 
Ventricle in a Child,” * Brit. Journ. Child. Dis.,’ London, 
1916, vol. xiii, pp. 289-295. 
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a trace of albumin, but no tube-casts. The faeces 
contained no blood. He soon appeared better, 
and was allowed to leave the hospital on June 27th. 

On June 30th he was readmitted, complaining 
of a feeling of painful “ stiffness ” in the legs and 
abdomen. In the hospital after this there was 
sometimes slight' fever. The urine at first con¬ 
tained albumin, but was afterwards reported free 
from albumin and sugar; no blood could be 
detected in the faeces. On July 4th the feeling of 
“ stiffness ” seemed to be passing off. However, 
on July 5th, at 8 a.m., the boy began to complain 
of violent pains in the abdomen, and when I saw 
him later on in the morning he was suffering also 
from pains in the lower extremities, chiefly in the 
right foot and leg. The right foot was at that 
time very pale and cooler to the touch than the 
left leg, which showed a “ livedo-like ” mottling. 
By 3 p.m. the pallor of the right foot had extended 
up the leg almost to the groin. Embolism was, of 
course, thought of, but owing to the patient’s 
collapsed condition the pulse-test could not be 
employed, as no pulse could be felt in either lower 


extremity nor at either wrist. Since the com¬ 
mencement of the final attack—that is to say, 
since about 8 a.m.—there had been occasional 
vomiting, but not of blood. Death occurred at 
3.30 p.m. 

Necropsy and microscopic examination. —The 
heart weighed 12 \ oz. and was both hypertrophied 
and dilated. The myocardium of a large portion 
of the outer wall of the left ventricle had under¬ 
gone a fibrous change, having been converted into 
hard, white, scar-like tissue. In the cavity of the 
left ventricle was an adherent, rather soft, organised 
ante-mortem thrombus, firmly planted on (as if 
“growing from ”) the endocardium near the apex. 
There was no valvular disease. The great trunks 
of the coronary arteries were not stenosed. 

There was considerable disease of the abdominal 
aorta. Microscopic examination of this part of the 
aorta showed great thickening and atheromatous 
changes in the inner coat ( intima ), together with 
some small-cell infiltration about the vasa vasorum 
of the muscular-elastic coat ( tunica media) and the 
outer coat ( adventitia ). At one spot, where there 



Fig. 1 (Case 3).—Part of the wall of the left ventricle (magnification x 7). It shows the extreme 
degree of the fibrosis and the distribution of well-preserved muscle-fibres left around the 
minute blood-vessels; also two arterioles partially blocked by endarteritis proliferans. 
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Fig. 2 (Case 3).— Part of Fig. 1 under higher magnification ( x 17), showing the distribution 
of well-preserved muscle-fibres around minute blood-vessels. 


was an atheromatous deposit, the muscular-elastic 
coat was thin, and bulging outwards, to form a 
kind of “miliary aneurysm.” 

Microscopic sections of the fibrotic wall of the 
left ventricle (see Figs. 1 and 2) gave a very 
striking picture. The small arteries were extremely 
affected by a process of endarteritis proliferans 
(obliterans), so that their channels were greatly 
obstructed, but not altogether obliterated (see 
Fig. 3). The fibrous tissue which constituted the 
greater portion of this part of the cardiac wall con¬ 
tained numerous dilated thin-walled blood-vessels 
(capillaries), suggesting that, owing to the-obstruc¬ 
tive disease in the small arteries, the nutrition had 
perforce to be maintained, as far as it could be, 
through compensatory dilatation of the capillaries. 
There was very little small-cell infiltration to point 


to any (recent) inflammatory activity. The sur¬ 
viving (well-preserved) cardiac muscle-fibres tended 
in their arrangement to be grouped around small 
blood-vessels, mostly capillaries. This is well 
shown in Fig. 2, and suggests that the change in 
the diseased part of the heart-wall is largely one of 
“fibrous substitution,” or “replacement-fibrosis,” 
of ischaemic origin. In other words, it seems as if 
the muscle-fibres—that is to say, the “ noble ” or 
more highly differentiated histological elements of 
the cardiac wall—had given place to the growth of 
the less highly differentiated and more easily 
nourished (“ hardier ”) connective tissue elements 
(“ fibrous substitution ” in the myocardial frame¬ 
work), excepting in the immediate neighbourhood 
of the thin-walled blood-vessels, where the nutri¬ 
tional requirements of the “ nobler ” elements 
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Fig. 3 (Case 3).—An arteriole in the wall of the left ventricle (magnification x 57), the lumen 
of which is greatly stenosed by endarteritis proliferans. 


could still be satisfied.* In regard to ihe life of 
the whole organism the “conservative” nature of 
a replacement-fibrosis of this kind is evident. A 
fibrous patch in the wall of the heart, such as I 
have described in the present case, generally pre¬ 
vents rupture, and often to some extent prevents 
local bulging (though ultimately a cardiac aneurysm 
is not unlikelv to develop), whilst the rest of the 
myocardium is able to carry on the heart’s work 
sufficiently well (for a considerable time probably) 
to maintain the life, and permit moderate activity, 
of the whole organism. 

As to the remaining post-mortem findings I will 
be as short as possible. The lungs showed some 
catarrhal changes, and there were old pleuritic 
adhesions between the left lower lobe and the 
diaphragm. There was no peritonitis. The right 
common iliac artery was occluded at its bifurcation 
by recent embolism. Nothing was found in the 
stomach and intestines to account for the attacks 

* This special distribution of the still preserved muscle- 
fibres in adult cases of myocardial fibrosis is well shown in 
Figs. 1 and 2 of A. Weber’s * Th&se de Paris’ (Steinheil, 
Paris, 1887), entitled “ L’Arterioscl^rose du Cceur (Scle¬ 
roses du Myocarde)/’ and is likewise illustrated in 
Huohard’s 'Traite Clinique des Maladies du Cceur/ 
2nd edition, Paris, 1893, p. 174, Fig. 20; p. 177, Fig. 21 ; 
and PI. II, Fig. 3. 


of melaena, etc., and no embolism of the mesenteric 
arteries was detected. The kidneys, which together 
weighed 9 oz., contained many embolic infarcts of 
various ages ; microscopic sections showed passive 
congestion. The left suprarenal gland appeared 
macroscopically and microscopically normal, but 
the right suprarenal gland was enlarged to the size 
of a large chestnut, and weighed i oz. A minute 
portion of the right gland consisted of normal 
suprarenal gland tissue, but the greater part of it, 
or an adenomatous mass replacing most of the true 
gland (microscopic examination), had undergone a 
diffuse fibrosis, which Mr. S. G. Shattock compared 
to that seen in congenital syphilitic livers in cases 
of so-called intercellular (less correctly, pericellular) 
cirrhosis in infants. At one part a recently throm¬ 
bosed vein was noted. 

The liver (weight, 28 oz.) was examined micro¬ 
scopically, but showed nothing pathological except 
chronic passive congestion. A small caseous 
lymphatic gland was found near the liver. The 
spleen, the pancreas, the testes, and the remains of 
the thymus gland were not diseased. Incidentally, 
it may be mentioned that a little submucous 
nodule, of the size of a small pea, was found 
at about the middle of the greater curvature 
of the stomach, and microscopically appeared to 
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be a misplaced fragment (“ rest ”) of pancreatic 
tissue.* 

Specially stained microscopic sections of both 
suprarenal glands, the thymus, and the liver were 
examined for spirochaetes, but with negative result. 

The post-mortem examination showed, as stated, 
that the boy had an adherent organised thrombus 
in the left ventricle of his heart, which had been 
giving off emboli. This cardiac thrombosis had 
developed secondarily to an old fibrous trans¬ 
formation in the heart-wall, which, there can 
scarcely be any doubt, was of congenital (inherited) 
syphilitic origin. The endarteritis proliferans of 
the little cardiac arteries seen in figs, i and 3 is by 
itself almost sufficient proof of the syphilitic nature 
of the change in the diseased portion of the heart- 
wall. The patient’s blood-serum was not examined 
for Wassermann’s reaction, but the Wassermann 
reaction was found to be negative in his father and 
in his supposed mother. It transpired, however, 
that the father’s present wife, whom I had supposed 
to be the mother of the boy, was not the mother. 
His real mother had been a woman with whom the 
patient’s father associated when doing military 
service in the Russian army. The present wife of 
the patient’s father had had by him no children, 
but 2 or 3 miscarriages. 

Case 4.—This case is an example of local 
fibrosis with commencing aneurysmal bulging of 
the wall of the left ventricle, in which syphilis (in 
spite of the absence of any history of syphilitic 
infection) was the most probable cause of the 
disease. The patient, Mrs. M. VV—, set. 34 years, 
was admitted to hospital on January 18th, 1910. 
She was in about the seventh month of pregnancy, 
and had had oedema for the last 3 months. There 
was no history of rheumatism or of syphilis. She 
had had 1 or 2 miscarriages. The heart was 
considerably enlarged, and irregular in action ; by 
auscultation no definite murmur could be detected. 
The pulse was about 106 per minute, but not every 

* Fragments or “rests'’ of “misplaced pancreatic 
tissue ” are doubtless very rare in the stomach, unless 
perhaps close to the duodenum. Cf. E. L. Opie, 1 Diseases 
of the Pancreas,’ 1903, pp. 46 et seq .; Elizabeth Weishaupt, 
“ Ueber Adenomyome und Pankreasgewebe im Magen und 
Dunndarm,” 1 Virchow’s Archiv.,’ 1916, vol. ccxxiii, pp. 
24-33* J H. Wright (‘Journ. of Boston Soc. of Med. 
Sci.,’ 1901, vol. v, p. 497) describes a small “aberrant 
pancreas in the region of the umbilicus,” removed by 
operation during life. 


contraction of the heart was transmitted to the 
radial artery at the wrist. The brachial systolic 
blood-pressure was 150 mm. Hg The urine con¬ 
tained a trace of albumin. There was a moderate¬ 
sized cystic goitre, but no evidence of Graves’s 
disease. On January 27th the patient suddenly 
collapsed and died. 

At the necropsy the heart was found to be hyper¬ 
trophied, weighing 19 oz. There was a fibrous 
area in the cardiac wall at the apex of the left 
ventricle, which was commencing to bulge, so as to 
constitute an early stage of cardiac aneurysm. The 
mitral valves, and, to a lesser degree, the aortic 
valves, were thickened. There were no organised 
thrombi in the heart. There was no great change 
in the main coronary arteries. The thyroid gland 
showed parenchymatous and cystic enlargements 
There was slight chronic interstitial nephritis. 
The foetus was well formed, but its liver was large, 
and microscopical examination of a portion (which 
macroscopically appeared somewhat abnormal) 
suggested the diffuse small-cell permeation and 
“ miliary gummata ” of congenital syphilis. 

Case 5.—The next case and the following one 
are likewise examples of fibrosis with commencing 
bulging of the left ventricular wall, but evidence of 
syphilitic aetiology is wanting. 

The patient, M. G—, aet. 59 years, a tailor, was 
admitted to hospital on July 8th, 1905, with the 
history of having been ailing generally and having 
passed blood by the rectum. The heart was some¬ 
what enlarged, but the apex-beat could not be felt; 
there was no murmur. There was some dulness 
(due to pleuritic effusion) on the left side of the 
thorax. In the hospital the pulse (not quite 
regular) was 80-100 per minute. The urine, some¬ 
what diminished in quantity, usually contained 
a trace of albumen. There was no fever, excepting 
when on one occasion (July 15th) the temperature 
rose to ioo° F. For a time the conjunctivse had 
an icteric tinge. On July 22nd oedema of the 
back was noted. During the early morning of 
July 23rd, 1905, the patient was suddenly seized 
with dyspnoea and died. In the treatment of the 
case Guy’s pills and strophanthus had been tried. 
There was no history of alcoholism. With regard 
to the question of syphilis, it was ascertained that 
the man had had healthy children. 

At the necropsy the heart (weight, 15 oz.) was 
somewhat hypertrophied. There was no valvular 
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disease. The lower part of the wall of the left 
ventricle, including part of the septum, was fibrosed 
and somewhat bulged, so as to constitute a com¬ 
mencing cardiac aneurysm. It was lined by 
lamellar thrombus, as an ordinary aortic aneurysm 
is. There was much coronary artery disease, and 
it is probable that an ischaemic condition, con¬ 
nected with coronary artery stenosis, played the 
chief part in producing the myocardial fibrosis in 
the present case. The left lung was collapsed 
from pleuritic effusion. The abdominal aorta 
showed ‘extreme atheromatous changes, and its 
2 uppermost large branches wbre locally occluded 
at their exit from the aorta. The liver was some¬ 
what “nutmeggy.” The kidneys showed nothing 
special, excepting a few subcapsular cysts in the 
cortex. The spleen (weight, 6 oz.) showed nothing 
special, excepting 2 old infarcts. The pancreas 
was extremely engorged with blood, and at one 
part tnere was a blood-cyst (haematoma). Micro¬ 
scopic examination of a piece of this organ showed 
absence of inflammatory changes. 

Case 6.—The patient, E. G —, aet. 45 years, a 
barber, was admitted to hospital on June 15th, 
1905, with cough and dyspnoea, and with slight 
■oedema of the ankles. There had recently been 
a good deal of vomiting. The heart was enlarged, 
but there was no murmur. In the hospital the 
pulse (generally regular) varied between 64 and 
H4 per minute. There were always crepitations 
at the bases of the lungs (chronic pulmonary 
oedema). There was never any fever. The 
brachial systolic blood-pressure (June 21st, 1905) 
was 160 mm. Hg. The urine contained a variable 
amount of albumin, from very little up to 3 per 
mille (by Esbach’s method); some hyaline tube- 
casts were found in the sediment. In the treat¬ 
ment diuretin, Guy’s pills and strophanthus were 
tried. Death occurred suddenly (as the patient 
was washing his hands) on July 23rd, 1905. The 
patient had been in the hospital in 1904 with 
signs of chronic oedema at the bases of the lungs. 
He had been subject to “ rheumatism ” and short 
attacks of dyspnoea. There was no history of 
alcoholism. 

At the necropsy the heart was found enlarged, 
and weighed 22 oz. In the lower part of the left 
ventricular wall there was myocardial fibrosis with 
considerable aneurysmal bulging. The aneurysmal 
bulging of the apical region was lined by lamellar 


thrombus, and was externally firmly adherent to 
the parietal pericardium. There was no disease 
of the valves, but considerable disease of the 
coronary arteries, especially of the left one, which 
was probably (as in Case 5) an etiological factor 
in the production of the localised myocardial 
fibrosis. There was pulmonary emphysema, with 
atheromatous changes in the pulmonary blood¬ 
vessels. The adominal aorta was extremely athero¬ 
matous. The kidneys (weight together, 12 oz.) 
showed chronic interstitial nephritis. The liver 
and spleen showed nothing special, excepting 
chronic passive congestion. The pancreas was 
engorged with blood, somewhat as in Case 5, but 
there was no haematoma. 

Case 7.—In this case of fibrosis (without 
aneurysmal bulging) in the left ventricular wall no 
positive evidence of syphilis was obtained. It 
was published in the ‘ Transactions of the Medical 
Society of London ’ for 1911,* and has a special 
clinical interest, in that the symptoms of the final 
myocardial illness were preceded by a prolonged 
syncopal attack, which perhaps coincided with 
sudden complete thrombosis in a portion of one 
of the (doubtless already diseased) coronary arteries, 
perhaps the descending branch of the left coronary 
artery. The patient, M. R—, set. 58 years, a 
rather stout, flabby-lodking man, was admitted to 
hospital on December 7th, 1910. He had been 
much exposed to great heat owing to his work 
as a baker, had been accustomed to drink a 
good deal of beer, and had formerly smoked 
about half an ounce of tobacco, besides cigarettes 
(up to 10), in the day. He had 6 children living, 
and there was no history of past syphilis. He was 
said to have had “acute rheumatism ” 5 years ago 
(ill for 3 months), but to have recovered without 
his heart being apparently affected. Two years 
ago he was ill (for 5 or 6 weeks) with “ subacute 
rheumatism.” Six weeks before admission, after an 
hour’s walk (walking for pleasure), he was suddenly 
seized with an alarming and prolonged syncopal 
attack, for which a doctor gave him brandy and 
strychnine. From this time he remained very 
feeble, had a very weak pulse, and kept to his bed. 
Signs of dry gangrene commenced in the right leg 
about two weeks after the syncopal attack. On 
admission to hospital (December 7th, 1910), no 

* F. Parkes Weber, ‘Trans. Med. Soc. London, 1911/ 
vol. xxxiv, p. 235. 
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pulsation could be felt in the arteries of either 
lower extremity below the femoral artery, and the 
left radial pulse could hardly be felt at the wrist. 
The brachial systolic blood-pressure in the right 
arm was 150 mm. Hg. The heart’s action was 
very irregular (auricular fibrillation ?); there was 
no valvular murmur. The urine contained a little 
albumin and a few granular and cellular casts; 
there was no glycosuria, nor was there any history 
of previous glycosuria. Mentally the patient seemed 
apathetic and dull. In the hospital, although the 
heart’s action improved somewhat under treat¬ 
ment, the gangrene progressed, the left leg becoming 
affected as well as the right one. Both legs were 
discoloured up to the knee, the temperature was 
septic in type, and death occurred on January 6th, 
1911. 

At the necropsy the heart weighed i6£ oz. 
There was no valvular disease. The left ventricle 
was hypertrophied and there was more or less 
• ante-mortem adherent thrombus in both ventricles 
and both auricles (globular thrombi in the right 
auricle). The coronary arteries were sclerosed, 
and in the descending branch of the left coronary 
artery the channel appeared completely closed. 
Near the apex of the left ventricle, at a spot where 
there was some adherent thrombus, the myo¬ 
cardium was degenerated, and microscopic exami¬ 
nation showed a fibroid change, doubtless of 
ischaemic origin (that is to say, due to deficiency 
of arterial blood-supply). There was much 
atheromatous change in the aorta, notably an 
atheromatous ulcer just distal to the origin of the 
left subclavian artery. Both iliac arteries were 
blocked, partly with old thrombus and partly with 
recent (“ black ”) thrombus, and there was like¬ 
wise a little ante-mortem adherent clot in the 
aorta just before the bifurcation. The arteries of 
the upper extremities were not properly examined. 
The spleen was enlarged and contained an embolic 
(anaemic) infarct or two. The lungs showed hypo¬ 
static congestion and one (haemorrhagic) infarct. 
A considerable portion of the substance of both 
kidneys were taken up by infarcts, and there was 
slight chronic interstitial nephritis. The other 
viscera showed nothing special. 

In regard to the fibroid change in the heart-wall 
near the apex of the left ventricle and its possible 
connection with the prolonged syncopal attack 
(about 10 week’s before the patient’s death), there 


is little doubt that thrombosis of a portion of a 
coronary artery may give rise to a syncopal attack, 
which, though severe and prolonged, may be 
recovered from. Even when apparent recovery 
takes place, such thrombosis may nevertheless, if 
collateral circulation be deficient (congenitally or 
owing to previous disease of other portions of the 
coronary arteries), give rise to a local fibroid 
change in the heart-wall. 

Case 8.—In this case the result of hospital' 
treatment (including anti-syphilitic treatment) was 
very good. The patient, J. O—, aet. 64 years, a 
clerk, was admitted «to hospital on January 14th, 
1916, with general oedema, ascites, and bilateral 
hydrothorax. By ordinary examination I found at 
first no obvious change in the heart, but by 
Roentgen ray examination it seemed to be 
enlarged. The pulse was 60 to 84 per minute and 
the respiration was about 24. The brachial 
arteries were thickened and tortuous at the elbows. 
There was no fever. The urine (quantity usually 
about 1250 c.c. per diem) was of specific gravity 
ioo7-ioi7,and free from albumin, sugar,and tube- 
casts, or contained only a trace of albumin. 
Ophthalmoscopic examination showed nothing 
abnormal. There was a little syphilitic leuco- 
dermia about the neck, and the blood-serum gave 
a positive Wassermann reaction for syphilis* 
There was a history of chancre about 40 years 
ago. His abdomen had been swollen for 9 weeks 
and his legs for 6 weeks before admission. 

The treatment was by rest in bed, paracentesis 
abdominis (the paracentesis was performed five 
times, and the specific gravity of the ascitic fluid 
varied between 1006 and 1010), diuretin (15 gr. 
3 times daily), small doses of digitalis, potassium 
iodide (15 gr. 3 times daily), and occasional intra- 
venousinjections of small doses of the “Kharsivan” 
brand of salvarsan. From March 3rd to March 15 th, 
1916, this treatment was partially interrupted 
because the patient (for family reasons), had U> 
leave the hospital, though he had ascites and 
subcutaneous oedema of the legs. The last time 
his abdomen was. tapped was on March 21st, 1916. 
Oh April nth the Wassermann reaction was nega¬ 
tive. On May 1st he was up and getting about in 
the ward, looking quite cheerful, though there was 
still considerable ascites and some oedema of the 
legs. His urine, which had apparently never been 
greatly reduced in quantity, measured then about. 
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3000 c.c. in the 24 hours. On May 27th, 1916, 
when (on account of urgent family reasons) lie 
had again to leave the hospital, there was no 
ascites, and the legs were cedematous only aftfer 
standing (“orthostatic oedema ”). In November, 

1916, I heard that he was still attending the out¬ 
patient deparment, that he had no oedema and 
could get about well, and that for some weeks he 
had required no medical treatment whatever 
excepting aperients. In January, 1917, I met him 
during bitterly cold weather walking in the street 
as if he were in ordinary health. On April i8th, 

1917, I examined him again in the out-patient 
department. He could get about well. There 
was no ascites or subcutaneous oedema. The liver 
and spleen were not obviously enlarged. The 
urine, of specific gravity ion, was free from sugar 
and practically free from albumin. The pulse was 
regular, 80 per minute. The brachial systolic 
blood pressure was 175 mm. Hg. The heart was 
somewhat enlarged to the left and there was a 
systolic murmur at the apex. 

I think that from the clinical point of view the 
above case is worth recording, though, of course, 
the exact nature of the myocardial condition 
cannot be decided. 

Case 9.—The patient, A. B—, aet. 56 years, a 
baker, was admitted to hospital on November 21st, 
1916, with the history that his urine during the 
last 4 weeks had always contained mor? or less 
blood, and that he had previously never had a 
similar attack. The heart did not seem to be 
enlarged and its action was regular ; there was a 
systolic apical murmur. The pulse was a,t first 
60-62 per minute and the respiration 28. The 
brachial systolic blood-pressure was 120 mm. Hg. 
On November 23rd the guaiac reaction for blood 
in the urine ceased to be positive. The urine was 
on that date free from albumin and sugar, but gave 
strongly positive reactions for urobilin and uro¬ 
bilinogen. Roentgen skiagrams of the renal region 
gave no evidence of nephrolithiasis. A blood- 
count showed moderate anaemia. The Wassermann 
reaction was strongly positive. The patient was 
given moderate doses of potassium iodide and 
occasional intravenous injections of small doses of 
the “ Kharsivan ” brand of salvarsan. On Janu¬ 
ary 26th, 1917, a blood-count gave 5,400,000 red 
cells to the cubic millimetre (against 3,400,000 on 
November 23rd, 1916). On January 29th he was 
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allowed to leave the hospital. It should be noted 
that there was always a tendency to bradycardia in 
this patient; for instance, his pulse-rate from 
January 15th, 1917, to when he left the hospital 
varied between 42 and 56 per minute. When 
seen afterwards in the out-patient department (on 
March 14th, 1917) his pulse was 52 per minute. 
His blood-serum still gave a positive Wassermann 
reaction, and he was taking 7^ gr. of potassium 
iodide 3 times daily. But he felt and looked 
well. 

The presence of some myocardial syphilitic 
fibrosis in this case seems probable, but the exact 
condition can of course not be determined. It 
should be likewise mentioned that the patient 
suffered from septic gums and internal ear deaf¬ 
ness, and that from his nineteenth year of age he 
frequently had oedema of his left leg. During the 
last four years the leg had remained more or less 
cedematous. Since the age of 22 years he had 
often had open ulcers on that leg. This condition 
of the left leg was obviously connected with disease 
and operation on the lymphatic glands in the left 
groin at 4 years of age. The scar, of course, still 
remained. 

Question of Anti-syphilitic Treatment. 

There can be little doubt that thorough anti¬ 
syphilitic treatment (potassium iodide, mercurial 
inuriction, and even cautious treatment by intra¬ 
venous injection of salvarsan and similar sub-, 
stances) may be of great use in some relatively 
early or active stages of syphilitic disease of the 
myocardium ( cf. Case 8) or aorta, but it can 
scarcely be expected to do much good in old 
quiescent cases, such as Case 2, or in cases, like 
Case 3, where the clinical symptoms are caused by 
secondary thrombus-formation within the cavities 
of the heart and by the resulting embolic in¬ 
farctions. Moreover, anti-syphilitic treatment is 
not without its dangers in old or enfeebled persons, 
or in cases where there is more or less cardiac 
failure. Even potassium iodide may, I think, 
weaken the heart in some cases, and in enfeebled 
persons it probably sometimes lowers their resist¬ 
ance towards pneumonia and infectious diseases. 

Unfortunately, in syphilitic diseases of the myo¬ 
cardium, or of the aorta, the syphilitic origin of 
cases often remains undiagnosed, or is not diag- 
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nosed till a late stage of the myocardial disease is 
reached or an aortic aneurysm has developed. 
More or less sudden death from cardiac failure 
may, in fact, be almost the first seen in hospitals 
in cases of syphilitic fibrosis of the myocardium. 
In regard to another clinical type, I suppose that 
some old syphilitic cases are included under Sir 
James Mackenzie’s description of “ Myocardial 
Degeneration,” when at the end* he writes : “ This 
description, though typical of chronic Bright’s 
disease, is also characteristic of cases that have 
never shown albuminuria — though albuminuria 
may appear at their later stages. These cases 
usually drift and die, treatment being of little 
benefit. The post-mortem examination of some of 
these cases has revealed extensive fibrosis of the 
heart muscle.” 

I do not, of course, say that areas of myocardial 
fibrosis and cardiac aneurysms are invariably due 
to syphilis. There is a good deal of post-mortem 
evidence in favour of degenerated areas of the 
myocardium, especially near the apex of the left 
ventricle, being sometimes due to infarction of the 
heart-muscle resulting from non-syphilitic obstruct 
tion (generally thrombotic) of the larger arteries of 
the coronary circulation (cf. Cases 5-7). 

In early middle age, and later, in apparently 
otherwise fairly healthy persons, any kind of sudden 
cardiac “attack,” such as attacks of angina pec¬ 
toris, prolonged syncopal attacks, or so-called 
“heart-storms” (the “heart-storms” are attacks 
of “ paroxysmal tachycardia,” or “ paroxysmal ar¬ 
rhythmia cordis,” often, doubtless, connected with 
auricular flutter and auricular fibrillation), should, 
I think, draw the physician’s attention to the 
possibility of there being syphilitic disease of the 
myocardium, or of the aorta, or of both combined. 
The past history of the case should be investigated, 
and the Wassermann reaction taken. Then the 
advisability of anti-syphilitic treatment should be 
considered. In urgent cases, even in- obviously 
syphilitic cases, needless to say, ordinary treat¬ 
ment should not be neglected which can help to 
tide the patient over periods of danger—rest, 
sedatives, nitrites, stimulants, etc.—according to 
the immediate symptoms. 

* Mackenzie, 1 Principles of Diagnosis and Treatment 
in Heart Affections,’ London, 1916, p. 137. 
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“Nil prodest , quod non ladere possit idem ”— Ovid. 


Of all the articles used in the household, perhaps 
there is not one of which the composition is so 
little known as that of soap. One outcome of 
this popular ignorance is that no article is adver¬ 
tised so extensively, and certainly none on behalf 
of which such extravagant claims are put forth in 
the most captivating and artful style. The word 
“soap” (written “sope” in Old English) belongs 
etymologically to the same root as all the cognate 
words in the Teutonic branch of Indo-European 
languages. Vowel modification is the main dis¬ 
tinction in the various npodern European tongues, 
with an initial consonant variant. “Soap” and 
the Latin sebum are akin, and it signifies originally 
a fatty product. In the Slavonic group the word 
translated as “ soap ” means a substance used in 
washing, and is derived from the verb “ to wash.” 

Man hy nature is a scratching animal, and there 
are many ancient saws and proverbs in all languages 
illustrating this propensity. No wonder, then, 
that he sought out various detergent and abster¬ 
gent substances to use in washing, and yet soap is 
of comparatively recent introduction into his life 
as far as records go. The ancient Egyptians used 
vegetable juices and friable earths such as fuller’s 
earth in their ablutions as well as for washing their 
garments. Probably the Jews did the same. The 
word “soap” is mentioned once in the Biblet in 
connection with fuller’s soap, but it evidently 
signifies fuller’s earth, terra fullonis , and not soap 
in our sense of the word. Job to ease his skin 
affection “ took him a potsherd to scrape himself 
withal, and he sat down among the ashes.” 
Naaman was told to wash himself in the Jordan, 
but the prophet did not mention any detergent to 
help him to get rid of his skin affection, which 


* Read at the Liverpool Medical Institution, 
f Malachi iii, 2. 
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was in all probability the itch, which Gehazi 
caught from the changes of garment the Syrian 
general had bestowed upon him by way of a tip 
and contrary to the wishes of the prophet. 

Coming to the Roman era, the great historian 
Pliny the Elder states that the Gauls were the 
inventors of the art of soap-making. They made 
soap from the fat of goats and the ashes of the 
beech Soap was in use by the Romans, and in 
the ruins of Pompeii a soap-maker’s shop has been 
discovered and is on view. 

In mor$ recent times Marseilles became the 
chief seat of its manufacture, and still retains its 
reputation for soap, especially toilet soaps. The 
olive tree grown in abundance in the south of 
France furnishes the fruit from which the oil is 
obtained. The oil of Provence is considered to 
be the best. The crude soda obtained by calcina¬ 
tion from maritime plants growing on the coast 
of Spain is known commercially as barilla —the 
Spanish word barrilla means a little bar. This 
is chemically an impure carbonate of sodium. 
Castile soap, the product of barilla and olive oil, 
derives its name from Castilia, a province in 
Spain. 

When alchemy was ousted by modern chemistry, 
soap-making became established as a scientific 
manufacture. Especial attention was paid to the 
alkalies used in the manufacture of soap. Leblanc’s 
process for the manufacture of soda from common 
salt was a most important chemical discovery. Its 
practical development in St. Helens by the late 
Mr. James Muspratt, father of the present respected 
holder of that name, did more for soap than any 
other invention. At the beginning of the nine¬ 
teenth century the manufacture of soap received 
agieat impetus through the importation of palm 
oil obtained from the west coast of Africa, and 
of coco-nut oil expressed from the fruit of Cocos 
nucifera growing in the Cocos Islands and the 
East Indian Archipelago. The pulp is known 
commercially as copra, and the oil often called 
copra oil. It must not be confounded with cocoa 
butter —oleum Theobroma. This is expressed from 
cocoa beans, and used in our Pharmacopoeia as a 
basis for suppositories and pessaries. In later 
years vegetable oils from tropical nuciferous trees 
have been extensively used in the production of 
~soap. Such oils require a large amount of alkali 
for saponification, and soaps made from these oils 


alone should not be used for the skin. They are 
too searching 

To discuss the manufacture of soap is beyond my 
province, but the composition of those soaps used 
for toilet purposes is of special interest for us. Not 
only should we be acquainted with their chemical 
constitution, but we should also know some of the 
various ingredients that are added to soap but in 
no wise increase its efficiency as a detergent. 

Chemically soap is an organic salt formed by 
the interaction of an alkali and an acid. The 
alkalies are caustic soda and potash, and the acids 
are the numberless fatty acids of the animal and 
vegetable kingdoms. Fats and oils are glycerides 
of acids, and when an alkali is added soap is 
formed, together with glycerine, at one time 
regarded as a waste product. Practically the 
caustic alkalies soda and potash alone form soap 
in sensu stricto , but linimentum calcis, linimentum 
ammoniae, and emplastrum plumbi are examples 
of similar chemical interaction. 

Three soaps are official in the Pharmacopoeia, 
and from a skin point of view sufficiently meet 
the requirements of the medical profession and 
satisfy all the canons of personal hygiene. 

Sapo anirnalis is practically stearate of sodium, 
and produced by the action of caustic soda on 
purified animal fat largely composed of stearin. 

It is the type of hard soaps, and is known as curd 
soap because of the curd like flakes that are formed 
during its manufacture. 

Sapo durus , olive-oil soap, Castile soap, is an 
oleate of sodium obtained from the action of 
caustic soda on olive oil. 

Sapo mollis , soft soap, is an oleate of potassium . 
prepared from caustic potash and olive oil. Sapo 
mollis contains all the glycerine set free in the 
chemical process. 

All these soaps of the Pharmacopoeia have to 
conform to rigid tests. The alkalies used, as well 
as the olive oil, must be free from every kind of 
impurity and adulteration. The soaps themselves 
must be neutral, /. e. no free caustic alkali is allowed, 
no excess of unsaponified oil, and only a trace of 
alkaline carbonate is permissible, and the amount 
of water is strictly limited. The points are worthy 
j of mention, as they plainly show what the standard 
I of a pure soap should be. Further, they indicate 
! the harmfulness of any deviation from that standard, 

| at any rate from a hygienic point of view. 
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Of the numerous substances used in the manu¬ 
facture of soap used in the household, resin is the 
best known. Resin, owing to the acids present, 
forms salts with caustic soda—pinate of sodium, 
which, however, though soluble in water, does not 
undergo decomposition. Its presence in moderate 
quantity in saponified tallow would seem to 
increase the detergent action. Its peculiar odour 
is rendered less objectionable when combined with 
rancid tallow,, i. e. tallow containing free fatty acids. 
Rancid tallow is naturally cheaper than sweet 
tallow, and therefore it does not always follow 
that resin is in the soap solely for its efficacy as a 
detergent, but rather for its cheapening effect. 
When the ingredients, the tallow, resin, and alkali, 
are of great purity, the product is known as Prim¬ 
rose soap—another example of pleasing suggestive¬ 
ness in the nomenclature of soap. 

Silicate of sodium—soluble glass—is often used 
in the manufacture of domestic soaps. It gives 
body to the soap and makes it compact. More¬ 
over, both silicates of sodium and potassium 
resemble soap in that they readily part with the 
alkali when brought into contact with water. 
Thus the presence of these silicates enhances the 
detergent properties of soap. This invention was 
discovered by Gossage, and is made use of in the 
manufacture of the soap that goes by his name. 
Sulphate of sodium is frequently used in highly 
watered soaps. It causes them to set hard, and 
thus enables a manufacturer to make a so-called 
soap which may contain less than 20 per cent, of 
true soap. 

Starch, fullei’s earth, kaolin are among the 
substances in use for giving body to the soap. 
Not one of these should enter into a soap intended 
for the toilet, although, as a matter of fact, among 
the poor the same soap is used for washing the 
body as for household purposes. 

The manufacture of toilet soap is generally 
carried on by perfumers, who receive the soap 
from the soap-makers. The soap blocks are first 
cut up into fine shavings ; these are then melted, 
and at the same time a certain amount of evapo¬ 
ration of the water contained in the soap is allowed 
to take place. The blending of the various per¬ 
fumes and colouring matters, varying from the 
natural scents and colours to the latest synthetic 
productions, takes place. These adjuncts are 
thoroughly incorporated into the melted soap by 


what is termed continual crutching. When this 
stage is completed the product is transferred to 
frames and allowed to cool. The framed soap- 
is cut into cakes, moulded and stamped and ready 
for sale, with all its merits graphically and pic- 
torially described according to the flights of fancy 
of the proprietor. In recent years the “milling 
process ” has been adopted in the manufacture of 
the best kind of toilet soap. The advantage of 
this method over the “ hot process ” ensures a 
product free from excess of caustic alkali. Hence 
a milled toilet soap is to be preferred. 

The best type of toilet soap undoubtedly is 
represented by sapo durus, or perhaps a blend 
of sapo durus and sapo animalis—chemically 
considered, a combination of oleate and stearate 
of sodium. The colouring substance and perfume 
that may be added in no Wise detract from its 
usefulness as a detergent, and render the article 
a more elegant preparation by pleasing the sense 
of sight as well as that of smell. The psychic 
effect is by no means to be belittled, for we all 
know how a pleasant perfume is revocative of 
pleasant memories of long ago. The time- 
honoured brown Windsor soap, in spite of many 
rivals, still holds its own as an excellent withal 
elegant soap. Its very colour obscures the 
begrimed fissures which in the case of a white 
soap at times stand forth . in shaggy outline 
“repellant to the eye, reminiscent of dirt its only 
enemy.” This soap is made from nine parts of 
tallow, one of olive oil, and soda is the alkali. 
The perfume is a blend of oils of caraway, oil of 
bergamot, of lavender, and of rosemary, and the 
brown colour due to burnt umber. 

Almond-oil soap is made from oil of sweet 
almonds, and when made of good materials is 
the most expensive qua soap. In France the best 
class of toilet soap is made by cold process, i. e . no- 
heat is used. 

Naples soap is a soft soap made from hog’s lard, 
and potash. It is often called almond cream, but 
only because it is perfumed' with oil of bitter 
almonds. Some qse it for shaving, and it is a 
good type of toilet soap, /. e . if soft soap is to be 
used daily for the skin. All shaving soaps contain 
potash soap judiciously mixed with hard soap. 
The potash acts more energetically on the hair, 
softening this, and such a soap produces a compact 
non-aerated lather which dries but slowly. The 
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difference between this and that shaving soap is 
the difference of the side issues which the respective 
proprietors magnify, to the mystification, I fear, of 
the buyers. 

Powdered toilet soaps are largely stearates of 
soda and potash freed from moisture. 

Soap essences are alcoholic solutions of either 
hard soap or soft soap, or a combination of these 
appropriately scented. 

Spiritus saponis alkalini is ^n alcoholic solution 
of sapo mollis perfumed with oil of lavender. 

Transparent soaps are prepared by drying 
thoroughly the soap mass composed of sapo 
animalis, durus, and mollis in varying proportion. 
The desiccated soap is then dissolved with gentle 
heat in rectified spirit which contains the colour¬ 
ing matter and perfume. The spirit is allowed to 
evaporate from the mass, which acquires its 
characteristic translucence after prolonged ex¬ 
posure to air. Resin and sugar are adjuncts in 
these soaps which increase their lustre and com¬ 
pactness and adhesiveness. The last property is 
artfully used as an appeal to the careful housewife, 
who can attach the remaining small piece to a 
fresh cake without incurring any waste of the 
precious soap. 

Use of Soap. 

When soap is brought into contact with water, 
hydrolysis of the fatty salt takes place. The 
alkali and the fatty acid are set free. The small 
quantity of alkali thus liberated attacks the fatty 
secretion which binds the dirt to the skin, forms 
thus a soap which, being soluble in water, washes 
off the particles of dirt. At the same time the 
fatty acid, coming into contact with the cleansed 
skin, softens and smooths it. In doing so it 
neutralises any free alkali still remaining on the 
skin, and thus prevents irritation and reddening. 
The power of cohesion which a soap solution 
possesses is also an important factor. The well- 
known soap bubble^ is evidence of this, and the 
lather, which may be regarded as myriads of soap 
bubbles, tends physically to attract to itself the 
dirt thus loosened by the chemical action and 
mechanical friction. Minute particles suspended 
in water under the microscope exhibit a charac- j 
teristic rapid movement. This pedetic action, as 
Prof. Jevons terms it, is enormously increased 1 


when the particles are suspended in a weak soap 
solution. When, therefore, a soap acts thus, pro¬ 
vided the skin is normal, its use is wholly bene¬ 
ficial, and it fulfils its purpose not only as a dirt 
remover, but also as a defender of the integrity of 
nature’s sole line of defence—a sound skin. But, 
like most products of civilisation, its usefulness 
may be impaired by attributing to soap properties 
which are figments of the imagination, based, alas! 
on sordid motives. The amount of soap used is 
the measure of civilisation a community has arrived 
at. But from a skin point of view the question is 
not how much, but rather how little should be 
used to effect cleanliness and well-being. This is 
especially the case with children, and those who 
have the care of them should not forget that soap 
becomes easily a two-edged sword. With one you 
may remove satisfactorily the adherent dirt; with 
the other edge you may damage the skin, render 
it brittle, and thus prepare a suitable medium for 
the infectious micro-organisms. 

. The degree of hardness of the water is inseparably 
associated with the action of soap. The harder 
the water the more difficult it is to use soap satis¬ 
factorily. During hydrolysis the lime salts seize 
hold of the fatty acids forming oleates and 
stearates of calcium, setting free too much alkali, 
which in turn irritates and roughens the skin. 
Moreover, much more soap is needed to produce 
a satisfactory lather. When Glasgow was supplied 
with soft water from Loch Katrine it made a 
difference of several thousands a year in the 
money spent on soap. A gallon of a certain 
water in Kent was so hard that nearly half an 
ounce of soap (236 gr.) was necessary to overcome 
the hardness before any of the soap became 
available to form a lather and exert a cleansing 
action upon the skin. One degree of hardness in 
water will waste 10 gr. of soap per gallon of water 
used. It is therefore important from a hygienic 
standpoint that the water used should be soft 
and thus permit hydrolysis of soap to act at its 
best. Fortunately, Liverpool water from Lake 
Vymwy is admirable in this respect, and patients 
living outside Liverpool, in washing their hands 
have often attributed the pleasing effect to the 
soap used instead of to the softness of the 
water. 

Superfatted soaps are of comparatively recent 
introduction. Such a soap contains an extra 
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amount of fat, and is recommended especially 
when the skin is tender, or abnormally deficient 
in grease, e.g. in xerodermia. The amount of un¬ 
saponified fat is 4 per cent.*, and both soda and 
potash are used in their preparation. They are 
claimed to be a German invention, and were intro¬ 
duced into medical practice by Unna and extrava¬ 
gantly lauded by some of his admirers in this 
country. At present superfatted soaps are popular, 
but it is well to remember that unless the fat be 
pure and sound there is a risk that the unsaponi¬ 
fied fat clinging to the skin may decompose, and 
so irritate the integument and do exactly what the 
inventor hoped to prevent. Superfatted soap may 
be used with advantage in place of a neutral one 
where the water is hard, and thus mitigate the 
drawbacks attendant on the regular use of hard 
watefrs. 

Grit soaps are useful in the treatment of cal¬ 
losities and for removing engrained dirt. Powdered 
pumice is a frequent ingredient, and when 
thoroughly incorporated in a hard soap acts well 
as a powerful detergent. In patients suffering 
from axillary osmidrosis—hircismus from the goaty 
odour—the use of a well-known advertised grit 
soap effectively removes the hircine odour which 
clings to the hair. This, I may remark, should 
never be cut or the p&rt shaved ; such procedures 
invite the establishment of intertrigo and intense 
pruritus, not to mention the removal of nature's 
safeguard against frictional eczema. 

Sapo mollis or sapo viridis is often prescribed 
ns a hair wash under the form of spiritus saponis 
alkalini. It is sometimes too searching in its 
effects by reason of the alkali, and to neutralise 
this the hair may be rinsed in water to which a 
little toilet vinegar is added. 

Sapo mollis may be superalkalised by adding 
potash and powdered pumice incorporated with 
the object of removing scales as in psoriasis. This 
modified soap should be used as an ointment 
combined with friction, and allowed to remain 
in situ some hours before a bath is taken. 

Misuse of Soap. 

Bearing in mind the composition of soap and 
its hydrolysis, I consider soap is misused when 
employed as a vehicle for medicaments. I attach 
no therapeutic value to the medicated soap. 


Among the medicaments used are the various 
kinds of vegetable and mineral tars—naphthol, 
sulphur, carbolic acid, mercury, and arsenic. The 
amount of medicament incorporated in the soap 
is limited by the efficient action of the soap. 
When used for washing, the small quantity set 
free and its transient contact with the skin can 
have no therapeutic result. Moreover, if the lather 
be left on, the action of the alkali would pre¬ 
dominate over that of the medicament. With the 
public the psycho-therapeutic effect of a medicated 
soap is, I believe, its greatest asset. Tar soaps 
leave behind a fragrance which soothes the mind 
and dispels fear of infection. In the preparation 
of mercurial soaps not more than 6 per cent, of 
unguentum hydrargyri can be mixed with the fat 
previous to saponification, and the washing of the 
hands with such a soap would scarcely conform 
to the standard of sterility the surgeons aim at. 
I see, however, no objection to the use of such 
a medicated soap when the treatment of the skin 
by the same drug in ointment does not entail 
prohibition of soap and water. It has at least 
the merit of continuous and not intermittent 
treatment. 

There is one medicated soap official in the 
British Pharmacopoeia. It is not used as a soap 
at all. I allude to linimentum potassii iodidi atm 
sapone. It is a favourite application with some 
surgeons for inflamed joints and enlarged glands. 
It is what pharmacists call an elegant preparation 
of a white creamy consistence delicately scented 
with oil of lemon, and readily rubbed into the 
skin. The late Sir William Banks was particularly 
fond of this preparation. The soap used is sapo 
animalis. I do not know whether the potassium 
| iodide has any great therapeutic effect used in this 
combination. 

Sapo mollis can be used as a vehicle for 
medicaments and superfatted or superalkalised, 
j but here it is not used as a soap. Unguentum 
| / 3 ’tiapAthol compositum , introduced by the late 
i Prof. Kaposi of Vienna for scabies, and often 
! called Kaposi's ointment, is a superfatted /8-naph- 
thol soft grit soap. 

Abuse of Soap. 

Many patients are addicted at one time or 
| another to the over-use of soap. They make 



July, 1917. ] 


SOAP: ITS USE, MISUSE, AND ABUSE. 


'75 


a fetish of their favourite brand, and pride them¬ 
selves upon their love of cleanliness; and their 
smug superiority to those who are not quite so 
soapy in their ways is only too patent. As pointed 
out, even the best soap can be abused. The 
alkali may chip and furrow the epidermis, and 
produce slight scaliness over the prominences of 
the face and hands—regions more washed than 
any others. I have often seen these furfuraceous 
patches on the faces of members of the Medical 
Institution—not sufficiently serious, perhaps, to 
hie them to a specialist. In children they are 
frequent, and it is these patches due to abuse of 
soap which are apt to become inoculated with 
micro-organisms and finally portray the picture 
of impetigo. Among the poor the household soap 
is used for washing the body. If the soap is 
what is termed a quick washer— e . made from 
copra—it requires a considerable quantity of alkali 
to saponify it, and consequently when used with 
water a corresponding amount of alkali is set 
free. This is probably an explanation of the 
number of cases of impetigo seen among hospital 
patients. 

Nurses often use too much soap on their 
patients, especially when these are confined to 
bed. The secretion of the skin is sluggish, 
and the excessive removal of the natural grease 
leaves the skin rough and branny. As those 
patients who are bedridden show this state of 
skin most frequently, it has been described as 
pityriasis tabescentium by authors of old medical 
works. 

Surgeons before they adopted gloves for opera¬ 
tions, with their well-known zeal for cleanliness, 
constantly used too much soap, and their hands 
suffered. The skin was scabrous, red, and un¬ 
doubtedly invited insemination of micro-organisms. 
Their surgical forefathers laid great stress on the 
cleaning of the skin. Old books on surgery con¬ 
stantly speak of u mundifying the region,” and 
“when thorough mundification has taken place.” 
But they were careful not to be too vigorous, as 
some modern surgeons would appear to be, in 
mundification. More than once have I seen 
untoward effects, pruritus and redness, resulting 
from too much soap being used to the site of 
operation, and the surgeon querying in his mind 
whether it is erysipelas that has intervened. 

Many patients suffering from pruritus without 


any apparent cause will be found to be using too 
much soap. Bath pruritus is really due to the 
action of the alkali on an over-washed skin ; itching, 
around the orifices is constantly aggravated, and 
perhaps more often fretted into existence than 
most medical men think, by abuse of soap. The 
delicate skin of new-born babes has been irritated 
through the mistaken zeal of the nurse in over¬ 
soaping to remove the vernix caseosa. The 
intertrigo of the napkin area in infants is fre¬ 
quently caused by abuse of soap. Frictional 
eczemas are invariably aggravated by soap and 
water. A moment’s consideration explains the 
situation. Soap is brought into contact no longer 
with the external layers of epidermis, but with the 
delicate deeper layers never intended to be exposed 
to external influences. Soap acts as a foreign 
body to the skin, and as such must be kept away 
if further injury is to be prevented. 

In the treatment of skin diseases it is of im¬ 
portance to ascertain the various external influences 
that have been at work. Of these not one is more 
important than the question of soap. 

As in gastro-intestinal disturbances we naturally 
inquire about the diet, so in cutaneous diseases 
we must decide whether soap is to be used as 
heretofore. Then when we are called, upon to 
advise our patients about the kind of soap, we 
should prescribe, as with our drugs, that soap the 
composition of which we know. When soap can 
be resumed, we have in sapo durus a sound 
preparation whose action we can gauge and 
control. When our patients are well, doubtless 
as in diet so in soap they will please themselves, 
and as long as they buy a toilet soap of good 
repute they run no risk. For British milled toilet 
soap has a reputation in the world second to none. 

I conclude by drawing your attention to the 
importance of a sound skin. In the treatment 
of diseases prevention is better than cure : “ Prin- 
cipiis obsta , sero medicina paratur .” Let me alter 
another saw and apply it to the subject of my 
paper in relation to the treatment of skin diseases : 
“Soap is a good'servant but a bad master.” 

Cave saponem ! 
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NOTES OF A CASE OF 
CHYLURIA.* 

ALEXANDER LINDSAY, M.D., F.R.C.P., 

Professor of Medicine in the Queen’s University of 
Belfast ; Ex-President of the Section of Medicine 
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Chyluria, dependent in the presence of the filaria 
Bancroft!*, is a common endemic disease in various 
parts of the world—China, Japan, Egypt, Zanzi 
bar, Mauritius, some parts of Australia, Brazil, the 
Southern States of America, and Bermuda. The 
organism is a very thin nematode worm 3 or 4 
in. in length, and the female produces an immense 
number of embryos, about the ninetieth part of 
an in. in length and the diameter of a red blood 
corpuscle in thickness. They enter the blood 
current by the lymphatics. They are almost or 
entirely absent in the day time, but usually present 
in large numbers at night. In chyluria they are 
probably situated in the majn branches of the 
thoracic duct, causing a stasis of the lymph in the 
lymphatics of the bladder or perhaps of the pelvis 
of the kidney. 

All observers, however, agree that chyluria also 
occurs in a sporadic, non-parasitic form, that it is 
observed occasionally in the British Island in 
persons who have never been abroad, and in whom 
infection by the filaria Bancrofti can be definitely 
excluded. These cases are very rare. Herringham, 
whose account of the subject is the best that I 
have met, records that at St. Bartholomew’s Hos¬ 
pital a case occurred in 1898, and no second case 
until the year 1910. No case has occurred in my 
time at the Royal Victoria Hospital, Belfast The 
literature of the subject is singularly scanty. Text¬ 
books are very reticent on the subject, and some 
of them ignore it altogether. Very few post-mortem 
records are available. It seems, therefore, desir¬ 
able to put on record the notes of a case at present 
under my observation. 

Case. —The patient is a clergyman of tall 
stature and robust physique, weighing over 13 
stones. He is a man of exceptional, almost morbid 
energy. He ministers to 2 country churches, is 
fond of shooting and cycling, and often engages in 
manual labour both about his house and in the 
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| fields. He is, as the phrase is, “ always on the go,” 
I and has difficulty in using up his exceptional stores 
of force. 

He consulted me for the first time in April, 1913. 
He gave a history of excellent health until recent 
times. He had never been abroad. He had 
always been a strenuous worker, and had taken no 
holiday for 6 years. He was operated on in 1909 
for congenital hernia. In August, 1910, he began 
to notice certain peculiar characters in his urine. 
It was milky in appearance. In the chamber it 
was sometimes dark brown, probably due to the 
presence of blood, but usually it was white as chalk. 
He noticed the curious fact that the dog or the cat 
would lap it up if permitted to do so. At first 
the$e appearances were only occasional, but after 
a time they occurred nearly every morning between 
4 o’clock and 6 o’clock a.m. During the day the 
urine usually appeared to be normal, but if he lay. 
down in the afternoon, or partook of a hearty meal 
containing much fat, the milky characters recurred. 
He had the impression that fatigue, full meals, or 
mental worry precipitated or aggravated the attacks. 
He complained, also, of a tired feeling in the 
lumbar region, and of a desire to micturate rather 
frequently. On 4 or 5 occasions he had a 
stoppage of his urine, but after some hours of dis¬ 
comfort he passed with pain 1 or 2 stringy lumps, 
and then the urine flowed freely. He had noticed 
that if he did not go to bed until 5 or 6 hours after 
the last meat there was no unusual appearance in 
the urine during the night. He was accustomed to 
sleep on his back. His general health was unim¬ 
paired. 

Examination of the patient was negative. He 
was a fine specimen of vigorous manhood, and all 
the organs seemed healthy. There was no ab¬ 
normality to be detected in the genital organs. 
The urine was milky in appearence and faintly 
acid in reaction. An examination at the Patholo¬ 
gical Laboratory of the Queen's University revealed 
the presence of large quantities of chyle, but no 
other abnormality. No organisms were discovered. 

My advice to the patient was to put some limit 
to his excessive activities; to exercise strict mode¬ 
ration in diet, especially as regards fatty foods, and 
to take precautions against lying on his back. A 
tpnic was ordered. 

The patient consulted me a second time on July 
2nd, 1913, i.e. after an interval of nearly three 


* Read at the Royal Academy of Medicine in Ireland. 
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Tiionths. He reported improvement, the chyluria 
being now intermittent and the general condition 
^ood. 

I did not see him again until January 13th, 1916, 
when he came to introduce another patient to me. 
He reported himself as nearly well, the chyluria 
being now only occasional, and occurring only in 
-consequence of some exciting cause. Much fatigue 
or a heavy evening meal will sometimes Cause a re¬ 
currence of his sympoms. He has adopted a 
mechanical contrivance to prevent him from 
sleeping on his back. 

The pathology of these cases is obscure. Two 
possible theories t might be suggested, viz. That j 
there is some actual communication between the J 
lymphatics and the urinary passages, or that, as in j 
the analogous case of the lipuria of diabetes, the 
condition of the urine depends upon some failure 
of assimilation. Post-mortem records are very 
meagre, and throw no decisive light upon the 
condition. The clinical evidence is somewhat con¬ 
flicting. In some cases the chylous urine occurs 
only after meals; in others, such as the present 
case, chiefly at night. It is to be noted that in my 
case if the patient took an afternoon sleep he was 
prone to have an attack. There is evidence that 
fatigue and full meals have a tendency to cause 
the appearance of chyle in the urine. A case is on 
record where lying on the right side prevented 
attacks. In another case attacks occurred only 
when the patient was in the erect position. Cases 
have been known to undergo arrest without 
assignable cause. # 

The prognosis is not unfavourable. Most cases 
last for many years, and do not seem to interfere 
seriously with the general health. It is noteworthy 
that wasting and progressive cachexia are hardly 
ever reported. There are no known consequences 
or complications. 

The treatment of so rare a disease, and one of 
which the normal course is so obscure, is naturally 
unsatisfactory. There is no clear proof that any 
■drug has any decisive influence. Iodide of 
potassium has been recommended. Stephen 
Mackenzie advised a combination of sodium 
benzoate, gallic acid and tincture of iron. Gallic 
acid is recommended by other observers. Anti¬ 
septics seem without effect. Tonics have been 
given on general lines. 

The improvement in my patient seems to have 
■depended upon limitation of his excessive activi¬ 
ties, moderation in diet, and precautions against 
sleeping on the back. 


CASES FROM THE BRADFORD 
WAR HOSPITAL. 

By Maj. JAMES PHILLI PS, R.A.M.C., F.R.C.S.E., 
Officer in Charge, Surgical Division. 

Along with the cases of war wounds admitted 
to the surgical wards of a war hospital there comes 
an occasional patient whose disability is not due 
to any of the numerous implements devised by 
man to kill or maim other men. Three such cases 
treated at the Bradford War Hospital have each 
points of interest Which make me deem them 
worth recording. 

Multiple Penal Calculi . 

Private C. H—, after 3 weeks in Trance, was 
invalided to England. He had suffered from pain in 
the right loin and back fur some years, and trench 
work had made it so bad that he “ reported sick.” 
X-ray examination revealed stones in either kidney. 
On February 1 ith, 1916 ,1 removed 6 very irregular 
oxalate stones from the pelvis of the right 
kidney. The wound healed and he got up and 
about, but after a week or two a fistula appeared, 
through which urine was discharged. Pus also 
appeared in the urine passed naturally. On 
April 7th, 1916, he was examined by X rays, the 
report being “ right side clear, stones in left kidney, 
none in ureters or bladder.” B . coli was found in 
the urine and an autogenous vaccine prepared 
and used, but the condition persisted unchanged. 
On June 21st, 1916, in desperation, I opened up 
the wound and passed a finger into the dilated 
renal pelvis. At the top of one calyx a small 
stone was felt—less than \ in. across. The wound 
was soundly healed and the urine normal 3 weeks 
after its removal. 

The tedious healing did not tempt me to urge 
operation on the left kidney, especially as the man 
assured me he had no left-sided pain. 

On October 30th, 1916, the patient turned up 
at the hospital. He had found that there was 
pain on the left side when he was exerting himself, 
and had taken advantage of a few days’ leave to 
come to beg me to operate on him. 

The X-ray report furnished by Dr. Mitchell said: 
“ There are at least 35 stones in the left kidney.” 
I opened the pelvis of the kidney on November 4th, 
and found 37 curiously facetted uric acid stones 
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with marbled polished surfaces, all lying closely 
packed in the pelvis, none in the renal portions of 
the calyces. The result this time was as gratifying 
as in the former case it had been disappointing. 

The tube was left out on the fourth day and the 
wound was dry on the tenth day. 

The points of interest about the case are these: 
(i) The large number of stones—44 in all; (2) the 
failure of the X rays to discover the stone which 
kept open the fistula, and, in striking contrast with 
this, the clearness of the final radiogram, which 
enabled the radiographer to name almost exactly 
the number of stones present; (3) the failure of 
medicines and vaccines to sterilise the urine so 
long as a foreign body remained in the infected 
kidney. This observation coincides with those in 
many cases of prolonged suppuration in various 
parts, viz. that vaccines are useless so long as a 
definite focus of infection is present,; (4) the cha¬ 
racter and arrangement of the stones in the left 
kidney. I have not had time to make an exhaus¬ 
tive search in the literature, but I have found no 
recorded example of multiple facetted stones lying 
packed together as in this case. 

Hydronephrosis due to Aberrant Renal Artery. 

Lance-Corpl. F. F—, reported sick in France 
with pain in left loin and abdomen on March 16th, 
1917, and 10 days later was admitted to Bradford 
War Hospital. The history (part of which was 
only elicited after the operation) was that he had 
been subject to attacks of pain in the left side 
since he was 7 years of age. They came on 
suddenly and at intervals varying from two days 
to 3 or 4 months. The pain was in the left side 
—not in the back—and always made him vomit. 
He thought the attacks were liable to occur after 
exertion, e.g. cycling or dancing. He always 
passed a large quantity of urine before the attack 
came on, and says that, as a rule, he could tell 
when an attack was coming on by this unusual 
flow of water. X-ray examination was negative. 
The urine on one day contained a trace of albumin. 
Dr. Wilmot (whom I have to thank for the notes) 
asked me to see him, and I found very definite 
tenderness under the left linea semilunaris, half 
way between costal margin and iliac crest, but no 
palpable lump. I thought there might be a small 
stone in the ureter. On April 9th, 1917, I opened 
the abdomen through the left rectus muscle and 


found the left renal pelvis dilated to the size of a 
duck’s egg. I closed the abdomen and delivered 
the kidney through a loin incision. 

I opened the dilated pelvis and passed a finger 
down towards the bladder and discovered a tight 
band passing tightly across the lower end of the 
dilatation. This proved to be an artery which 
passed to the lower pole of the kidney, and it 
was divided between ligatures. A probe was 
passed down the ureter for 6 in. and no obstruc¬ 
tion felt. The man did well and was discharged 
to a convalescent hospital on May 2nd, 1917. 

The best description of this condition I know 
is by Jonathan Hutchinson, Jun., in * Roy. Soc. of 
Medicine’s Trans.’ for 1913. The present case is 
usual in that it occurred in a young man and 
produced attacks of pain suggestive of renal colic ; 
it is unusual in that these attacks began as early 
as the seventh year and that the abnormal flow of 
urine preceded the pain. Mr. Hutchinson states 
that the condition has been mistaken for dropped 
kidney by eminent surgeons, who have stitched 
the affected kidney up, of course without relieving 
the. symptoms. Remembering Mr. Hutchinson’s 
description, I looked for the artery and easily 
found it, but had I not known of the condition it 
would have been very easy to overlook the cause 
of the hydro-nephrosis in this case. 

Diaphragmatic Hernia. 

Private A. T—, who over a year previously had 
a perforating wound of the chest, came to Bradford 
•on leave on September 26th, 1916, and was 
feasted by his relations on fish and chips. Next 
day he was seized with violent abdominal pain 
and vomiting and was admitted to Bradford 
War Hospital on September 28th. He vomited 
bilious fluid copiously soon after admission, and 
the abdomen was a little tympanitic and generally 
tender, perhaps more in the right iliac fossa than 
elsewhere. An enema produced no faecal result. 
Next day there was still vomiting and the abdomen 
had become notably distended. 

Operation. —Abdomen opened by para-median 
incision. Small gut and large (as far as splenic 
flexure) found very much distended. The omentum 
was felt to pass high up in the abdomen and, on 
increasing the incision upwards, it was discovered 
to have disappeared through a hole in the left 
half of the diaphragm. The hepatic flexure was 
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kinked but not actually engaged in the opening in 
the diaphragm which did not grip the omentum 
tightly, but easily admitted two fingers. The edges 
of the opening were quite smooth, and its shape 
was oval. The omentum could not be withdrawn, 
and the distension of the bowel and the patient's con¬ 
dition made further exploration impossible and 
caecostomy was performed and a Paul’s tube tied in. 

On October 16th a second operation was done. 
A 6 in. vertical incision was made into the chest 
in the left nipple line, the rib cartilages being 
divided. The hernia could not be reached through 
this incision, which was therefore prolonged down¬ 
wards and the peritoneum opened. *The omentum 
was traced to where it passed through the opening 
in the diaphragm a little behind the anterior 
axillary line. Access was obtained by a transverse 
incision from the middle of the vertical one 
outwards along the upper margin of the 9th rib, 
which was divided far back, and turned down. 
The pleura was opened and the omentum— I 
practically the whole of it—foundjying within the | 
pleural cavity. It was adherent to the edges of the j 
opening in the diaphragm, and great care had to be I 
exercised in gradually separating these adhesions, | 
as it would have been extremely difficult to stop 
bleeding had any occurred. The omentum was 
returned into the abdomen partly by pulling from 
below, partly by pushing from above. There was 
no hernial sac. While a hand within the abdomen 1 
held the omentum down, a couple of mattress cat- I 
gut stitches were passed from above, and the edges 1 
of the hole in the diaphragm drawn together. 

Two days after the operation the man’s pulse . 
rate rose to 160, and his temperature to 102.4 0 F. 

He did not look nearly so ill as these symptoms 
would suggest and soon began to pick up. The 
caecostomy opening was closed on November 20th, 
1916, and he was discharged “convalescent” on 
December 3rd, 1916, but had to have a further 
operation for a small fecal fistula (into the caecum) 
on February 2nd, 1917. 

Quite a considerable number of cases of 
diaphragmatic hernia have been recorded since 
August, 1914, among soldiers, and gunshot-wounds 
of the diaphragm are mentioned as the cause of this. 

Division of comparatively few muscle-fibres of 
the diaphragm is apparently followed by retraction 
of the severed ends leading to the production of an 
opening very much larger than the original wound. 


Mediastinal Tumour with Expansile Pul¬ 
sation. —Dr. William R. Jack and Prof. John H. 
Teacher point out that the diagnosis of medias¬ 
tinal tumour from aneurysm of the arch of the 
aorta is sometimes very difficult. The signs may 
be almost identical, and the pressure symptoms 
afford no certain differential indication. The 
criteria upon which in doubtful cases most reliance 
is placed are the following: Aneurysm is exceed¬ 
ingly uncommon . in those who have not had 
syphilis. Severe pain, particularly of an anginoid 
type, is more frequent in aneurysm than in tumour. 
Emaciation, cachexia, and rapid progress are in 
favour of tumour. Vascular symptoms, such as 
murmurs, pulsation, and altered character of the 
second aortic sound are more common in aneurysm. 
When an aneurysm presses upon neighbouring 
i vessels it is the arteries which are principally 
affected, with the result that the two radial pulses 
may differ in character and force, while a tumour 
is more likely so to implicate the veins so as to 
produce cyanosis and oedema, which are less 
common in aneurysm. A positive Wassermann 
may add to the probability of aneurysm ; a negative 
reaction is strongly against that diagnosis. But of 
all the signs expansile pulsation is the most con¬ 
clusive. A tumour pressing upon the aorta may 
cause murmur by producing a local diminution of 
calibre. It may also have the pulsatioa of the 
vessel imparted to it and through it to the examin¬ 
ing fingers. But this pulsation does not take place 
in all directions; it is not expansile ; and if on 
digital examination expansile pulsation can be felt, 
or if on X-ray examination it can be seen, the 
diagnosis of aneurysm is held to be established. 
The following case emphasises once more the 
lesson that there is no medical rule without 
exceptions. 

A miner, set. 53 years, was admitted to the 
Glasgow Royal Infirmary on June 13th, 1916. 
He smoked in moderation, but until recently 
drank heavily. He had always been healthy till 
his present illness, had never had a severe sore 
throat, or any rash or severe headache, and denied 
venereal infection. 

Eight months before admission he began to be 
troubled by a constant pain in the epigastric region, 
aggravated by taking food, especially butcher meat 
and potatoes. He had never vomited nor suffered 
from heartburn or waterbrash, but he frequently 
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complained of flatulence. A month after its onset 
the pain became severe enough to make him stop 
work, which he had been unable to resume, and it 
tended to radiate upwards into the chest. About 
the same time his voice altered, and on thd day he 
stopped work it was so husky that no one could 
make out what he said. From that time the pain 
became steadily worse. It was almost constant, 
and of a gnawing character, and though mainly 
localised in the epigastrium it radiated at times 
into the lower abdomen, or into the chest and 
shoulders, and into the back between the shoulder- 
blades. 

On examination he was well-developed, but 
distinctly emaciated. His weight (in health, i: st. 
10 lb.) was now 9 st. i lb. There was considerable 
anaemia; cyanosis was only slight, though he 
stated that he had at times become conspicuously 
cyanosed on lying down. The superficial veins of 
the chest were dilated. The temperature was 
normal, the pulse-rate ioo, the respiration-rate 20. 
There was considerable arterio-sclerosis, and the 
systolic blood-pressure was 190. The radial pulses 
were of equal volume. The apex beat was invisible 
and impalpable, but the left border of superficial 
cardiac dulness lay just within the nipple line, 
while the right was at the left sternal border, and 
the upper at the upper border of the fifth rib. 
The heart sounds were weak and indistinct, but 
free from murmurs. An area of dulness was found 
over the manubrium sterni, almost central in' 
position, with a maximum transverse measurement 
of 3 in., and separated from the upper limit of 
cardiac dulness by rather more than a finger's 
breadth of clear percussion note. There was no 
visible or palpable pulsation in the upper part of 
the chest. The lungs presented nothing abnormal 
except some hyper-resonance, particularly at the 
apices, where expiration was prolonged. The 
accessory muscles were slightly used in inspiration. 

A radiogram showed a considerable enlargement 
of the area of the cardiac shadow, probably con¬ 
cealed from the percussing finger by the emphysema. 
Continuous with this, in an upward direction, w T as 
a dense shadow occupying the whole extent of the 
mediastinum, and definitely pulsatile. The Was- 
sermann reaction was negative. 

A week after admission a short and faint systolic 
murmur was noted in the aortic and pulmonic 
areas and over the manubrium, and the second 


pulmonic sound was slightly accentuated in both 
areas. These murmurs proved to be transitory, 
but reappeared from time to time. The voice was 
husky and somewhat feeble, and laryngeal examina¬ 
tion revealed pressure on both recurrent nerves 
with partial abductor paralysis. The pupils were 
equal, and responded to light and accommodation. 

In hospital considerable improvement took place. 
The cyanosis disappeared, and the epigastric pain 
abated and finally ceased; but pain in the chest 
persisted, although with lessened intensity. It 
was only once so severe as to require a dose of 
omnopon. He lost weight slightly until August 
9th, when he weighed 8 st. 9 lb., but he then 
began to gain, and before he left hospital the 
weight was 8 st. nf lb. The dilatation of the 
veins was unaltered, repeated X-ray examination 
showed some increase in the manubrial shadow, 
and a corresponding increase in the area of dulness 
was noted on percussion. The treatment consisted 
in absolute rest in bed, and iodide of potassium in 
10 gr. doses, thrice daily. He was discharged on 
August 30th. 

On September 22nd he was re-admitted, all the 
symptoms having returned in an aggravated form. 
Cyanosis was conspicuous, and there was con¬ 
siderable dyspnoea. The veins of the face, neck, 
upper chest, and right arm were much dilated, and 
there was some oedema of the neck, right arm, an<£ 
chest wall. He complained of substemal and 
prsecordial pain, and the voice was very husky. 
The blood-pressure was 120. The cardiac dulness 
had increased transversely, the left border being a 
little beyond the nipple line and the right about 
the right border of the sternum. The sounds were 
weak but pure, except over the manubrium sterni, 
where a soft systolic murmur was audible. The 
second aortic sound was not accentuated. Under 
rest in bed the symptoms considerably improved* 
the cyanosis becoming less, and the oedema of 
face and arm almost disappearing. A skiagram 
taken on October 3rd showed a considerable 
increase in the mediastinal shadow, and a notable 
increase in the cardiac shadow. The radiologist 
again noted that the mediastinal shadow was 
definitely pulsatile, and diagnosed aortic aneurysm. 
(Edema again increased and spread to the left 
arm, and dilatation of the superficial veins was 
conspicuous in all these parts. The cardiac dul¬ 
ness rapidly expanded transversely. In the last 
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weeks of life dulness and diminution of the breath 
sounds appeared at both bases,' particularly the 
left. The manubrium sterni now began slightly to 
protrude, the tissues over it were a little boggy to 
the touch, and in the second right intercostal 
space, close to the sternal border, faint and distant 
pulsation could be felt, though no visible pulsation 
was ever appreciable. Towards the end oedema 
and cyanosis were intense ; the patient could only 
whisper; and death, which occurred on November 
21 st, was preceded by coma and Cheyne-Stokos 
breathing. 

At the necropsy slight bogginess was felt over 
the upper end of the sternum and adjacent inter¬ 
costal spaces on the right. On reflecting the soft 
parts, a tumour was found projecting through the 
first and second spaces close to the sternum and 
through the sternum itself. On raising the latter 
a hard fibrous tumour was found firmly united 
with it and filling the anterior mediastinum. It 
formed a hard mass of roughly cubical shape 
extending from the base of the heart to the level 
of the episternal notch, and measured at most 
4 in. in width, and extended slightly more to the 
right than to the left of the middle line. The 
pericardium contained much clear fluid ; but the 
heart itself was somewhat atrophied. The tumour 
projected into the upper part of the pericardium, 
encircling all the great vessels. The ascending 
part and arch of the aorta ran like a tunnel through 
the midst of the head tumour. It was not 
materially constricted, but the pulmonary artery 
and veins were considerably narrowed. The vena 
cava superior was completely blocked about \ in. 
above the right auricle, the upper part of the vessel 
being open. The left recurrent laryngeal nerves 
disappeared into the mass of tumour round the 
aorta. The right was not found, but the tumour 
extended round the innominate artery and beyond 
the bifurcation into the carotid and subclavian in 
such a way that the nerve must have been included 
in it. The tumour extended back to the trachea 
and bronchi, but seemed not to invade them at all. 
The tumour projected into both pleural cavities in 
front of the roots of the lungs, and there were a 
number of secondary growths in the left pleura and 
2 or 3 in the right. The left pleura contained 
about 2 pints of thin pus, and there was consider- j 
able collapse of the lung. The right pleura con- j 
tained only a slight excess of clear fluid. Both j 


lungs contained a number of white secondary 
tumours. Microscopic examination showed that 
the tumour waj an endothelioma. 

The bulk of the clinical evidence was decidedly 
in favour of mediastinal tumour, although the 
expansile pulsation pointed strongly to aneurysm. 
For malignant tumour there were the comparatively 
brief duration and rapid progress of the case; the 
loss of flesh, which, although broken by brief 
periods in which a few pounds were regained, was 
nevertheless progressive; the absence of definite 
evidence of pressure upon arteries, while the great 
veins were severely and increasingly involved ; the 
implication of both recurrent laryngeal nerves, the 
right usually escaping in aneurysm ; the absence, 
in the earlier stages, of murmur or of any conspicu¬ 
ous alteration, of the second aortic sound; and 
finally, the absence of any history or evidence of 
syphilis, and the negative Wassermann reaction. 
For aneurysm were the basal murmur, at first 
transitory and later permanent; the manubrial 
bulging and slight palpable pulsation which oc¬ 
curred in the last stages ; and the constant appear¬ 
ance of an eccentrically pulsating shadow on X-ray 
examination. The 2 former signs might have been 
consistent with a diagnosis of tumour. A tumour 
narrowing by its pressure the calibre of the aorta 
might have caused a systolic murmur; have had 
imparted to it pulsation; and have produced a 
bulging in the region of the manubrium. But 
these signs are at least more commonly associated 
with aneurysm, and when the skiagram revealed 
that the pulsation was expansile the evidence 
seemed to be incontrovertible. 

Expansile pulsation can be produced only by 
an eccentrically pulsating body, and the relation 
of a solid tumour to the arch of the aorta is in the 
overwhelming number of cases one of continuity, 
not of encirclement. Any pulsation would ot 
course occur in one direction only ; would be felt, 
if it were palpable, merely as an upward or a 
forward heave ; and might even escape detection 
by the x-rays. Only the exceptional relation of 
the tumour to the aorta, which it completely 
surrounded, without diminishing its calibre, in such 
a fashion that the pulsation of the enclosed vessels 
was transmitted to it in every direction, produces 
the misleading aneurysmal sign. — Glasgow Med. 
Journ ., p. 84. 
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Idiopathic Perirenal Haematoma. --C. Tage- 
Hansen points out that perirenal haematoma, due 
to rupture of an aneurysm of the renal artery, has 
been recognised since 1798; but it was not till 
about twenty years ago that idiopathic perirenal 
haematoma was first described. Since then, barely 
30 cases of this obscure and often dangerous form 
of haemorrhage into the fatty capsule of the 
kidney have been described. In some cases a 
tear has been found in the fibrous capsule of the 
kidney, and the haemorrhage has been supposed 
to have started within this capsule. But there are 
many other cases in which neither this nor any other 
explanation satisfactorily accounts for the haemor¬ 
rhage. 

A married woman, set. 35 years, was admitted to 
hospital on February 20th, 1915. She had been 
well as a child, and had never suffered from 
haemophilia. Menstruation had always been 
regular, and she had twice been pregnant, once at 
the'age of 27 and again at 29. Towards the end of 
her first pregnancy she suffered from attacks of colic, 
which lasted from 45 minutes to 6 hours. They 
were thought to be due to gall stones. A little later, 
and only 4 weeks before labour, albumin was found 
in the urine. Under a milk diet and rest in bed the 
albumin fell from 1 *4 to 0*2 per cent. She suffered 
daily from bouts of pain, which lasted into the third 
week of the puerperium. Hyaline and granular 
casts, and numerous epithelial cells, were also found 
in the urine; and the albuminuria took about 6 
months to disappear. During her second preg¬ 
nancy, 2 years later, there was only slight albumin¬ 
uria, and no other complication. When she was 31 
she again suffered from pain in the right abdomen, 
this time of a dull, depressing character, associated 
with nausea. She did not, however, go to bed, 
and the pain ultimately -disappeared. A few months 
before admission to hospital she was given daily 
universal massage for muscular rheumatism. She 
felt unaccountably tired and out of sorts. On 
February 18th severe pain suddenly developed 
under the right costal arch, radiating thence to the 
back and right shoulder. This attack, which 
began in the evening, lasted throughout the night, 
and was accompanted by nausea and vomiting. 
When she tried to get up next morning the pain 
returned with renewed severity. Meanwhile the 
temperature was normal. Several injections of 
morphine had to be given. 


She was exhausted and distressed. Her com¬ 
plexion was pale, with a yellow tint. The pulse was 
96, strong and regular. There was no distention 
of the lower abdomen, but the right hypochon- 
drium and lumbar region were exquisitely tender. 

A swelling in the region of the gall bladder could - 
only just be detected owing to the great -tenderness. 
The thoracic organs seemed healty, and the urine 
was normal. The bowels had last be 6 n opened 48 
hours earlier. Since then no flatus had been 
passed. Cholecystitis was diagnosed, and morphine 
and fomentations were prescribed. As no improve¬ 
ment followed, an operation was decided on 3 days 
later. 

Under ether anaesthesia a vertical incision was 
made through the right rectus muscle. There 
was a little serous fluid in the abdominal cavity, 
but no peritonitis. Palpation of the biliary organs 
of the region of the caecum, and of the internal 
reproductive organs showed nothing amiss. In the 
right flank a doughy swelling could be felt on one 
side of the ascending colon, which was displaced 
inwards and forwards. On bimanual palpation 
there appeared to be a perirenal swelling, and pal¬ 
pation of the peritoneum failed exactly to locate 
the right kidney. Accordingly, the wound in the 
anterior abdominal wall was closed, and an oblique 
incision was made in the right flank. The doughy 
swelling proved to be as large as an infant-s head 
and to consist of black clots and tar-coloured blood 
The kidney was completely enveloped by this 
haematoma, and w r hen the one was freed from the 
other no abnormality of the kidney, its pelvis or 
of the suprarenal body could be found. The 
fibrous capsule of the kidney appeared to be intact. 
Two tubes, covered with gauze, were inserted, and 
the wound was closed. The drainage tubes were re¬ 
moved on the 5th and tHe 13th days respectively 
after the operation and the patient was able to get up 
on the 20th day. The urine, which had contained 
albumin, casts and leucocytes soon after the opera 
tion, was now clear and free from albumin. The 
patient subsequently felt perfectly well, and there 
was no recurrance of the pain or albuminuria. 

Probably the attacks of pain, interpreted as 
biliary colic during the first pregnancy, were 
really due to perirenal haematoma, with which 
the transitory albuminuria at this stage was pre¬ 
sumably connected, it is strange that, though the 
albuminuria recurred at the second pregnancy, the 
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symptoms of haematoma did not return. It is also 
curious that the urine showed no abnormality on 
the patient’s admission to hospital in February, 
1915. It was not till after the Operation that 
albumin and casts again appeared in the urine, where 
they were found only for a few days. The manipula¬ 
tion of the kidney during the operation was evidently 
the cause of this temporary condition of the urine. 
The subsequent examinations of the patient 
revealed no sign of chronic renal disease. The 
symptoms during the months preceding the ope¬ 
ration were evidently due to small haemorrhages 
into the perirenal tissues. It was learnt that the 
daily massage of the right hypochondrium and 
lumbar region had been particularly painful. 

The development of idiopathic perirenal haema¬ 
toma is usually followed by sudden violent pain in 
the kidney region. Here a swelling quickly forms, 
while the patient becomes anaemic. Meteorism 
ensues, and the case often terminates fatally with 
peritonitis. Death may 1 occur early owing to 
severe loss of blood, and even when the haemorrhage 
is slight and the patient rallies, he is not only 
subject to peritonitis or septic infection arising from 
a previously infected kidney, but he is liable to 
fresh haemorrhages into the fatty capsule of the 
kidney. This was so in the writer’s case, and 
Lenk has recorded one in which 9 attacks occurred 
in the course of 3 years. The pain is either 
continuous or intermittent; in the latter case it 
simulates colic. In many cases the symptoms of 
peritoneal irritation have lead to a laparotomy. 
The intestinal paresis sometimes observed is due 
either to reflex action or to the mechanical dis¬ 
placement and immobilisation of part of the colon. 

The condition is seldom recognised before 
operation ; in fact, only 3 surgeons have made the 
diagnosis before operation. They had all previously 
observed one such case. The rarity of the condition 
partly explains its being so often overlooked before 
operation. Otherwise the diagnosis should not be 
very difficult, for the clinical picture is well defined. 
When the right kidney is affected the pain, which 
radiates from the hypochondrium to the back and 
shoulder, naturally suggest cholecystitis. 

The treatment consists of evacuating the hae¬ 
matoma and plugging the wound. In some c ases 
in which the haemorrhage has been severe and 
has been traced to the kidney itself, nephrectomy 
has been performed. Lippens has corrected 23 
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cases. All the 7 patients who were not operated 
on died ; whereas there were only 4 deaths among 
the 16 who underwent an operation. As no 
relapse followed operation, the superiority of ope¬ 
rative over expectant treatment is evident. Prob¬ 
ably the operation favours fibrosis of the tissues 
round the kidney, and thus prevents fresh haemor¬ 
rhages.— HospitciJsfidendc , p. 1157. 


Puncture Headache. —Prof. C. L. Dana points 
out that the methods of modern medicine have 
produced a new morbid state, namely, the headache 
and associated symptoms following puncture of 
the spinal canal and removal of cerebro-spinal 
fluid. This headache is so common, and its cause 
is so well recognised, that the term “ puncture 
headache ” has become colloquial. 

Symptoms .—The headache rarely begins utitil 
the day following the puncture, when the patient 
usually is allowed to get up. It may start, how¬ 
ever, directly after operation or come on 3 days 
later, depending on the activities of the patient 
and the condition of the cerebro-spinal fluid 
circulation. The patient feels a diffuse, bilateral 
pain, rather severe over the upper brow r , and 
perhaps somewhat less severe in the back of the 
head. Occasionally it is worse in the occipital 
region. The pain may be accompanied with 
nausea and even violent vomiting, and also with 
some giddiness, mental confusion and faintness. 
The symptoms are increased by active exercise, 
and usually are promptly relieved by lying down. 
The flatter the patient lies, the better he feels. 
There may be some changes in the pupils and in 
the blood-pressure. 

The condition lasts with remissions for from 5 
or 6 days to 3 weeks. When the trouble is 
obstinate, there is an accompanying cerebral 
dysthesia and sense of confusion or giddiness, 
which may cause worry and alarm. 

.-Etiology .—The symptom is more common in 
patients whose cerebro-spinal fluid is negative, 

! and in whom the fluid comes out under low 
pressure. In other words, the healthy cord reacts 
badly to puncture. It is more common and 
severe in young adults, women, persons of highly, 
strung nervous temperaments, the anaemic, and the 
thin blooded. In acute conditions like polio- 
I myelitis and meningitis, in which there is high 
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pressure, puncture often relieves headache, es¬ 
pecially in children. In advanced years, and when 
there is abnormal pressure in the spinal fluid, the 
reaction is less. 

In diagnostic puncture the amount of fluid 
usually removed is from 4 to 10 c.c. It does not 
make much difference whether a small or large 
amount is removed within these limits, though 
some state that headache rarely occurs if the 
amount removed is very small and if the fluid is 
removed very slowly. The headache results from 
the acute disturbance of the mechanics of the 
cerebro-spinal fluid circulation. It appears that 
removal of the fluid from the cerebro-spinal 
ventricles does not cause the headache, probably 
because the patients are kept quiet in the horizontal 
position. 

There is no great difference whether the fluid 
when removed is under a plus or minus pressure 
within physiologic limits, /. e. from 5 to 8 mm. of 
mercury. In about half the cases of lumbar 
puncture there is no headache unless the patient is 
allowed to get up very early. 

Physiology .—The normal amount of cerebro¬ 
spinal fluid at any one time is small, probably not 
over from 2 to 6 drm. (from 8 to 24 c.c.); but 
with brain atrophies it increases in amount to 2 
ounces or more. Ordinarily it is secreted slowly 
and in small amount, although in fractures of the 
brain it has been known to drain away at the rate 
of 600 c.c. daily. The amount can be increased 
by compression of the abdomen, by horizontal 
position and by straining, that is, by forced expira¬ 
tion with the glottis closed. The tension is about 
5 to 7*3 mm. of metcury, about the same as that 
of the capillaries. 

Pathology .—We may suppose that the changes 
in pressure caused by puncture and removal of 
fluid take away the water-pad of the brain, so that 
it rests unprotected on the bone, causing irrita¬ 
tion of the dural fibres of the 5th and occipital 
nerves. The instant relief caused by the horizontal 
position supports this view. On the other hand, 
the choroid gland can ordinarily secrete in 24 hours 
much more fluid than is removed by puncture. 
Therefore the puncture must either inhibit the 
activity of the gland, or cause some block in the 
normal flow. Most persons with headache feel 
better in the horizontal position. It is quite 
possible that in fatigue and toxic states the choroid 


plexus is disturbed in its functions, and there is a 
reduction or an excess of flow. 

Prevention and Treatment. —The headache can 
usually be prevented by keeping the patient in a 
horizontal position for 3 or more days. After the 
headache occurs the effective measure is to return 
the patient to bed. Possibly the very slow 
removal of the fluid in minimal amount (2 c.c.) 
may be effective. Abdominal compresses may 
also help. 

Other Headaches .—Some interesting inferences 
can be drawn as to the pathology of other head¬ 
aches from the phenomena of puncture headache. 
The location of the pain in puncture headaches 
is much like that in neurasthenic and in certain 
toxic and autotoxic headaches. In these the 
patient also is more comfortable if he lies down, 
and physical or mental exertion makes him worse. 
May not a good many headaches be due to 
defective action of the choroid gland, to an 
imperfect cerebro-spinal fluid circulation ? As 
stated before, the amount of cerebro-spinal fluid is 
normally rather small, and secreted slowly. This 
fluid has a normal and steady flow from the lateral 
ventricles into the 3rd and 4th ventricles through 
the foramen of Magendie and lateral recesses of 
the 4th ventricle to the subarachnoid space ; thence 
the most of it passes into the villi of the dura and 
the venous sinuses and veins. There are various 
ways in which this flow might be disturbed.—//>///*//. 
Amer. Med. Soc ., p 1017. 


Treatment of Traumatic Salivary Fistula 
of the Parotid by Immobilisation. — Pietri 
describes a number of cases of salivary fistula 
following gunshot wounds, and details the various 
treatments instituted. l>fone of them, it is said, 
can compare with the efficiency of simple absolute 
repose of the jaws, and feeding the patient with 
liquids through a tube, the treatment requiring 
several weeks of patience. Some 20 or 30 cases 
were observed and cured.— American Journ . of 
Med. Sciences , p. 150. 
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THE TREATMENT OF EARLY 
LATERAL CURVATURE OF 
THE SPINE. 

By J. S. KELLETT SMITH, F.R.C.S.Eng. 

i 

i i# 

i There are certain cases which a medical man in 
j busy general practice is never too pleased to 
welcome to his consulting room. They are such as 
j mean a weary attendance with a slow result, and in 
j consequence a difficult patient and little gain to 
! reputation. Examples that readily occur are the 
I concussed shoulder-joint already subacutely in- 
I flamed, the “crocked' 1 knee, the neuritis whose 
| origin is not apparent, and especially the case of 
j lateral curvature of the spine in the girl at the 
period of fastest growth. 

This last is generally presented with the diagnosis 
already made. The mother, or the dressmaker, 
has noticed one shoulder higher than the other, or 
one hip more prominent than its fellow, and 
inspection has revealed the crooked spine. To 
the popular mind it is clearly a case of “ outgrown 
strength,” and the doctor is expected to prescribe 
a tonic and to give the hope that the patient will 
“ grow out of it ” as time goes on. And so indeed 
some patients may—those with the simple postural 
curve which the subject corrects herself as she 
gains the natural vanity and straighter carriage of 
later girlhood. But to count upon this as the 
usual or even a frequent termination, although it 
may avoid immediate trouble and ease the parents’ 
mind, is to court disaster for the patient and a 
lasting reproach to oneself. '-When these early 
cases first occurred to me, some 20 years ago, I was 
in the habit of referring them to a competent 
mistress skilled in the so-called Swedish remedial 
exercises. A few of them did well, others remained 
as they were, some grew worse. The results, 
therefore, on the whole, were not satisfactory, and 
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I was led to investigate this subject for myself. I 
was astonished to find how little new work had 
been done on it. The text-books were almost 
silent. Treatment by exercises had been left 
practically entirely to those who were not of the 
medical profession and who were certainly not 
fitted to cope with the many difficulties prescribed 
by such cases. Two causes of their failure were 
quickly evident—all the cases were submitted*to 
the same programme of exercises without respect 
to their individual peculiarities, and the exercises 
themselves carried certain objections which often 
nullified or limited their curative value. Conse¬ 
quently the instrument-maker and his spinal 
scaffolding loomed always in the background, and 
threw a shadow even over those who were emi¬ 
nently curable by gymnastic methods. 

It is a truism that any curative measure is 
valuable in proportion to its range of application 
and its exact adaptation to particular cases. In 
other words, success in practice demands careful 
selection of cases no less than skilled supervision 
of the treatment. This is just as true of the use of 
exercises in spinal deformities as it is of the use 
of a powerful alkaloid, or of a vaccine, or of 
the surgeon's knife in other maladies. The best 
results are to be expected only by submitting each 
patient to the most complete preliminary analysis 
and by giving the most scrupulous attention to every 
direct and collateral detail of the treatment. 

Suppose, then, that we have a patient whose 
curyature is either entirely postural or in whom the 
bony deformity, estimated from the amount of 
spinal rotation and the consequent difference 
between the “ sky line ” of the ribs of the two sides 
as seen with the trunk flexed upon the upstanding 
legs, is so little advapced that one may reasonably 
presume that the vertebral bodies are still free 
from any wedge-shaped alteration. A case of this 
kind is probably eminently suited for treatment by 
exercises, but examination may reveal some causal 
or accompanying condition the neglect of which 
may very well serve to change what ought to be 
a good result into an indifferent or even a bad 
one. 

The first thing to do is to make sure that the 
patient is generally sound, especially as regards the 
internal organs. A tender viscus is quite capable 
of setting up and maintaining a spinal “ curve of 
accommodation ”—which might aptly be called a 


“curve of ease”—and it must be remembered 
that a similar curve may result, with the same 
object of relieving pressure or tension, from a 
painful nerve or scar. 

The chest must be carefully examined. A 
thickened pleura or adhesions may limit the 
growth and movements of one side of the thorax 
and lead to greater proportionate development and 
wider respiratory excursion of the opposite side, 
with the consequence of asymmetry and a spinal 
curve. And again, the existence of any tuber¬ 
culous focus would contraindicate the employ¬ 
ment of exercises. 

Suppose everything to be quite clear. The next 
thing to do is to measure the patient's legs. It is 
the standing height of these that matters, and so 
the measurement is taken in the erect position. 
This is notoriously difficult to do with the ordinary 
tape, and to get over this I invented a few years 
ago a pelvic level. This (Fig. i) consists of a thin 



Fig. i.—T he pelvic level. 


plate of hard wood, curved to suit the prominence 
of the abdomen, and having its upper edge trued 
to a horizontal plane. This edge carries a spirit 
level, and the centre of the convex face of the 
instrument is prolonged into a convenient handle. 
I have lately improved the original model by 
hinging the wings and thus making it more adapt- 
able to various abdominal curves. 

Fig. 2 ’shows the instrument in use, and needs 
no further explanation. Latterly I have given up 
measuring by the anterior superior spines except for 
purposes of confirmation ; the posterior superior 
spines are very easily found—they are marked by 
the two dimples at the bottom of the back—and by 
using them one avoids the possibility of the anterior 
spines giving a false reading through asymmetry of 
the ilia. This particular pelvic deformity presents 
itself occasionally and is apt to be very misleading. 
I have seen two cases in the past year in which 
the anterior spines gave a palpably wrong reading. 
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Fig. 2. —The pelvic level in use. A dot is placed over 
each anterior (or posterior) superior spine, and the 
instrument is applied to them. The ipirit-tube shows 
if they are in the same horizontal plane. If not, slabs 
of wood are placed beneath the foot on the lower side 
until they are level. The sum of these slabs gives 
the difference in the standing height of the legs. 

the higher spine being actually on the side of the 
shorter leg. 

A difference in the length of the legs is one of 
the most frequent manifestations of asymmetry. 
It is difficult to say in what proportion it results in 
lateral curvature; present statistics vary, and are 
not of much worth. It is quite easy to believe, 
however, that any marked difference may behave 
as an actuating cause in those subjects who are of 
general feeble constitution (asthenia universalis 
eongeniia), or irt those who, from a deficient sense 
of muscle balance, hold the spine habitually in a 
curved attitude at the prompting of any extrinsic 
influence. 

A simple calculation, based on the distance 
between the bearing surfaces of the acetabula as 
compared with the average height of the spine 
above their level, shows that any disparity between 
the legs is exaggerated four-fold at the summit of 


the spine; in other words, a leg shorter than its 
fellow by 1 in. would tilt the top of the spine 
4 in. from the middle line were the spine a rigid 
column. 

But the spine is by no means rigid. In fact, 
considering its functions as a protective and weight- 
supporting column, it is surprisingly flexible. 

PirogoflT, working on this point, took the body 
of a young woman recently hanged, and, with the 
pelvis firmly fixed, allowed it to lean as far as 
possible to one side. It was frozen in this posi¬ 
tion, and then he made a coronal section down 
the spinal column, following its natural curves. 
Fig. 3 is a diagram taken from his plate, and 
shows not only the extent of lateral flexion 
possible to the parts when freed from pll muscular 
I control, but also serves to analyse the share that 
: each region of the spine takes in this particular 
1 movement. The cervical region assumes an even 
1 curve. The dorsal column, from the first to the 
tenth vertebrae, is comparatively immobile, as is 



Fig. 3.—Diagram, after a plate by Pirogoff, showing 
the range of lateral movement in the spine. 
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only to be expected from its participation in the 
thoracic skeleton. From the eleventh dorsal ver¬ 
tebra downwards physiological flexibility increases, 
and reaches its maximum between the last three 
lumbar bodies. 

With a spine constructed on these mechanical 
principles, it is only necessary to imagine the 
weight of the head and shoulders attached at and 
near its summit to realise the enormous strain 
upon its supporting muscles when the factor of 
side-tilt of the pelvis, caused by a short leg, is 
constantly present to challenge its equilibrium. 

The importance of large differences between 
the legs is generally admitted. When we come to 
small differences, anything about half an inch say, 
then the position is altered. Many writers regard 
all such small differences as negligible. They think 
that the amount of pelvic side-tilt produced thereby 
is so slight that the spine has no need to assume a 
compensatory curve, and that no appreciable strain 
is thrown upon the muscles. This may be so, but 
another factor steps in which makes me regard 
some of these small differences as extremely im¬ 
portant, and my opinion has become more emphatic 
since the pelvic level has enabled me to make a 
more accurate observation of this point than was 
possible with an ordinary measure or by using the 
eye alone. 

This other factor cannot be put better than in 
the words of Dr. Murk Jansen, whose paper on 
the subject was read at the British Medical Asso¬ 
ciation meeting in 1912, and published in the 
Journal of November 16th in that year: “All 
muscles of the locomotor apparatus are arranged 
symmetrically on the skeleton ; but the muscles of 
the diaphragm are attached asymmetrically to the 
vertebral column. The crura externa and media 
are indeed arranged symmetrically; but they are 
only thin bundles. The crura interna, however* 
which run from the fourth lumbar vertebra up to the 
first, are strong muscles, and at the height of the 
twelfth dorsal they both bend over to the left side, 
so that either all or most of the bundles of the 
right crus internum cross the mesial plane in order 
to spread out in the left half of (he'diaphragm. 
Therefore every inspiration pulls the twelfth dorsal 
and first lumbar vertebra to* the left with greater 
force than to the right.” 

Jansen used this argument to account for the 
fact that a low left dorsal curve is the primary and 


constant component of the overwhelming majority 
of cases of physiological scoliosis. 

Now, it stands to reason that if a spine is ever 
so slightly inclined to lean to the left through the 
presence of a short left leg, this pull of the left 
half of the diaphragm will assume still more power 
for harm. Therefore I believe that even a small 
permanent difference on the left side may become 
a powerful influence in promoting curvature. 

My last series of cases under observation 
numbered 43. Sixteen of them had one leg short 
to the extent of half an inch or so. Five with a 
short right leg presented no uniformity as regards 
the spinal curve, but the 11 short lefts all behaved 
exactly alike, inasmuch as they presented the low 
left dorsal or dorsi-lumbar curve as the dominant 
component. 

I have referred to this point quite recently in a 
short paper before the Children’s Section of the 
Royal Society of Medicine. I make no excuse 
for repeating it here ; it is important. Any short¬ 
ness of the left leg, even of small degree, is dan¬ 
gerous in a subject likely to develop spinal mischief, 
and demands correction when found to exist in 
conjunction with the usual type of left low dorsal 
or left total curvature. 

We now come to the question of exercises and 
the manner of their employment. There is one 
rule which ought to be held in mind throughout 
the whole time of treatment, viz. keep weight off 
the spine as much as possible. 

I know an amusing history, told to me by the 
subject thereof, which illustrates this point rather 
well. When a boy he was found to have lateral 
curvature, which arose after a series of children’s 
ailments. He was treated by exercises for a long 
time without improvement. One holiday he was 
sliding down the banisters when he toppled over 
into the hall below and bruised his back. The 
spine continued tender, and in fear of Pott’s 
disease he was ordered 6 months’ rest on a spinal 
couch. Being a restless and musical youth he was 
allowed to learn the cornet, and amused himself 
for hours each day waking the echoes of his 
father’s garden. At the end of the 6 months, all 
symptoms having disappeared, he was allowed to 
get up. It was then found that his curvature had 
quite gone. He had, in his own words, “ blown 
himself straight.” No doubt the deep and frequent 
respiratory efforts of the costal type had had an 
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effect which would have been lacking had they 
been performed in the erect position. 

All exercises in the first phase of treatment 
ought to be such as can be given with the spine 
free from weight. The best way of attaining this 
is to place the patient on hands and knees in the 
“ all-fours ” attitude. The spine is not only 
relieved of its superincumbent burden, but in this 
position it is also straightened out as much as j 
possible. 

Fig. 4 is the record of the spine of k young man, I 
aet. 17 years, whose trouble was due to a left leg 
| in. shorter than the right and to general feeble 
health resulting from confined office work for a 
year. His spine was not only deformed, but so 
generally sensitive to any jarring that he found it 
welcome to lie down when possible on his train 
journeys to and from his business. On the left is 
the chart of his spine in the erect position, the 
vertical measurements being taken by calipers from 
a base line drawn through the posterior superior iliac 
spines. On the right is a tracing obtained from 
him on all-fours by placing a dot of printer s ink 
on the tip of each spinous process and taking a 
transfer on a strip of linen. The spine is shown 
to be straightened out, and incidentally the probable 
derivation of his triple curve from an original 
single left convex curve is analysed. This was a 
case in which the deformity had evidently pro¬ 
gressed rapidly. The result of treatment was good, 
and he is now an officer doing excellent work in 
France. 

Another direct advantage of the “ all-fours ” 
position is that a prescribed exercise can be carried 
out with maximum effect on the spine at the cost 
of minimum effort to the patient. The movements 
most usually employed may be best explained by 
means of a model (Fig. 5 a) made from a piece of 
flexible gas-tubing, with wire bridges to represent 
the shoulder and pelvic girdles. This model is 
pinned down to a drawing-board. Fig. 5 c need 
not detain us. It is a movement which would 
probably not be necessary in our suppositious case 
of early curvature ; it is rather difficult to perform, 
and I do not think that the gain from it in any 
event is substantial. Fig. 5 b shows the principle 
underlying the really valuable movement, which, 
in my opinion, is the soundest and most effective 
exercise we have at our command for the treatment 
of these cases. The leg of one side and the arm 
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Fig. 4. —Spine in erect position on left. With the 
subject on all-fours on right. 


of the opposite side are moved forwards. The 
effect upon the spine through the assumed obliquity 
of the pelvic girdle is very evident, and that 
through the loose shoulder girdle may be intensified 
by inclination of the head, neck, and upper part 
of the trunk towards the side of the stationary 
arm. The total result is the production of a 
single curve in the manner illustrated; and this 
particular movement—right leg and left arm for 
wards—will evidently unfold a spinal curve which 
is convex to the right. 

So much for the principle. Now for the correct 
way of putting it into practice, for I have seen this 
exercise carried out in such manner as to destroy 
the very foundation of its utility. The patient 
goes down upon hands and knees. The right 
knee is advanced, not in a direct line forwards, 
but so that it comes to rest in front of, or even to 
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Fig. 5.— Model to illustrate exercises described in the text. 


the left front of, the left knee. By this crossing 
movement the maximum effect upon the pelvis 
and spine is produced. Then the left hand is 
taken circling from behind forwards in a wide, 
upright sweep, the trunk being at the same time 
pitched sideways and strongly inclined towards 
the stationary right hand. It is to be noted that , 
the left hand is not merely picked up from the 
floor and held above the head; the “windmill” 
swing is helpful in producing the side bending of 
the trunk. The upswing of the arm is done with 
a certain amount of vigour, the patient making at 
the same time a strong voluntary effort to unfold 
the dorsal curve, and a slight pause is made when 
the arm is stretched upwards and forwards to its 
maximum. The hand is then brought to the 
ground, being placed rather wide of the body in 
order to give proper balance for the next phase. 
This consists in advancing the left knee across the 
right one, pivoting upon the latter to do so, and 
repeating the arm and body movements towards 
the left side. 

The exercise is by no means a violent “ plung¬ 
ing” one ; if made so, the patient is exhausted and 
breathless in a few moments. Although the up- 


swing'of the arm and side-bending of the trunk are 
done rather quickly and with an effort, yet there 
must be no exhausting jerkiness about it: the 
movement on the whole must be of the slow, 
sinuous type. When properly taught the patient is 
able to unfold her morbid curve some 200 times or 
more at each session, and entirely by her own 
muscular efforts. Compare this with the few times 
it is possible to carry out any corrective exercise 
performed with the spine unrelieved of weight. 
The advantage is obvious. 

The chief effect of this exercise may be located 
in the dorsal or in the lumbar region, according as 
the shoulder or the pelvic girdle is the more 
strongly tilted. The progression along the exercise 
floor of a patient with a marked double curve is 
shown in diagram in Fig. 6. Here the maximum 
effect in the first step is thrown so as to treat the 
dorsal curve, the shoulder girdle being mainly 
acted upon. In the second step the pelvis is the 
more strongly tilted, with the result that the 
abnormal lumbar curvature is erased. The exercise 
may in this way be easily adapted to any particular 
case, each patient being taught her own suitable 
peculiarity of movement. In treating cases with 
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Fig. 6.—Diagram of exercise in a case of double 
curvature. 

simple total curvature presenting some amount of 
fixation, for example, it is sometimes advisable in 
the beginning to employ a one-sided unfolding 
movement alone. Suppose such a patient has a 
single curve to the right. Her first step will be the 
action shown in Fig. 5 b. The next step will 
consist of a simple pace forwards, during which the 
advancing knee is not crossed over its fellow and 
the arm is not swung aloft, and which merely 


serves to bring the patient into position to repeat 
the corrective effort. 

This, then, is the most important item of the 
gymnastic treatment. The patient does additional 
movements which are helpful, and which tend to 
avoid monotony—some of them are variants of 
her creeping movement, others respiratory, others 
chosen from simple “ straight ” work. In the 
beginning they are all performed prone or supine 
on the floor or bench, always with the view of 
keeping weight ofif the spine. And simplicity is 
the keynote throughout, for this avoids the mental 
fatigue and staleness which are the inevitable 
results of an intricate programme. 

A period of exercise is given in the morning 
and again late in the afternoon. These will occupy 
together about 3 hours, allowing for sufficient rest 
after each period. The patient ought to spend 12 
hours in bed. We have thus left 9 hours, during 
which any progress to the good may be entirely 
destroyed by habits and postures which reproduce 
the morbid curve. It is not too much to say that 
the wise occupation of these 9 hours presents the 
greatest problem in the whole of the treatment. 

Education should be continued, the scope and 
extent of the subjects being carefully graded to 
suit the mental capacity of the individual. I am 
convinced that this is a better plan in the great 
majority of cases than the one often adopted of 
ordering the patient to “lie fallow.” It occupies 
time profitably, and the mental training is alto¬ 
gether helpful. School tasks may quite easily be 
done in the prone position, with all weight off the 
spine ; desk work is to be avoided. 

The patient’s deportment needs constant super¬ 
vision during meals, necessary walks, and the 
games permitted. Of these latter, lawn bowls ,is 
one of the best, and the bowling position may be 
formed for each case on the basis of Fig. 5 b. 

In some instances home treatment is satisfactory, 
but it requires the rare combination of an under¬ 
standing child with a mother of infinite patience 
and tenacity of purpose. The great proportion of 
spinal curvature patients possess little initiative, 
either mental or physical, and their muscle sense 
is very feeble. On this account they are often set 
down as stupid, or as wilfully obstinate. It is not 
so ; they are victims of a deficient faculty ; but the 
constant correction necessary when the child is a 
| free agent in home life is apt to become intolerable 
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to both sides. Therefore I find that the best 
results are to be obtained by taking these children 
away from home and giving them school terms in 
small classes. Their time is fully occupied, and 
they do not suffer from ennui ; they enter into the 
life of discipline and exercise with zest—they are 
all companions in trouble, and do not feel the 
handicap which is so present to the child who is 
set apart from her fellows in the ordinary school. 
It is an ideal plan, not always possible to attain, 
but the nearer it is approached in all cases the 
more successful the outcome of gymnastic treat¬ 
ment is likely to be. # 


Anaesthesia of the Chin in Fracture of the 
Lover Jaw. —L. Imbart and L. Gauthier point 
out that the frequency of fracture of the lower jaw 
in military surgery and the complicated nature of 
the injuries which accompany it, involving much 
loss of substance, both in bone and soft parts, 
suffice to give a new sign of its present import¬ 
ance. All fractures of the lower jaw involving 
the horizontal ramus, the angle, or the lower part 
of the ascending ramus are accompanied by anaes¬ 
thesia in the area of distribution of the terminal 
branch of the inferior dental nerve. The anaes¬ 
thetic area assumes the form of a circle about 
3 cm. in diameter, situated immediately to the 
affected side of the symphysis. The loss of sensa¬ 
tion is absolute not only on the skin surface, 
but it extends to the internal surface of the lips 
and to the outer alveolar border as far back as the 
line of fracture. It may also affect the lingual 
surface of the alveoli, but this is not constant. 

Not only is this sign constant in all recent 
fractures, but it persists in cases of some standing 
so as to be often the sole retrospective indication 
of a well-treated fracture of the lower jaw. The 
sign is not present in fractures of the ascending 
ramus above the level of the dental canal and 
consequently gives no information as to the in¬ 
tegrity of the coronoid or condyloid process.— 
Paris Medical, p. 65. 


ISOLATED NASAL DIPHTHERIA.* 

By J. D. ROLLESTON, M.D., 

Assistant Medical Officer, Grove Fever Hospital. 


Historical Note. 

Though Bretonneau maintained that diphtheria 
always originated in the nostrils he did not recognise 
an isolated nasal form of the disease. Isambert 
(7) in 1857 reported two cases under the name of 
“coryza couenneux ” in which the membrane was 
confined to the nostrils and persisted there for a 
very long time, but it was Jenner (8) in 1861, who 
first described a nasal form of diphtheria, character¬ 
ised by a sanious discharge from the nose and 
enlargement of the glands about the angles of the 
jaw. 

The following description shows that this justly 
celebrated British clinician is entitled to the prior¬ 
ity which is so often attributed to foreign observers : 
“After a few days the disease subsides, and you 
remain in doubt as to its nature; or it spreads to 
the larynx, and the diagnosis becomes easy . . . 
or some other member of the family or an attendant 
sickens with unmistakable symptoms of diphtheria 
„ . . or again when the exudation reaches the 

pharynx, the pharyngeal symptoms may be most 
distressing and lead to inspection of the part and 
detection of the disease.” It was thus evident that 
Jenner recognised that the disease might remain 
localised in the nose or spread to the larynx or 
pharynx. 

In 1869 Orr and Gairdner (10) reported two 
fatal cases of hypertoxic nasal diphtheria in young 
children in whom the throat was not affected. In 
1870 Fourni£ (4) recorded 5 cases of pseudo¬ 
membranous pharyngitis in which the membrane 
did not extend beyond the soft palate. In 1871 
Schuller (17), who by many writers is erroneously 
accredited with being the first to describe nasal 
diphtheria, gave a short account of a case of 
“primary croup of the nasal.mucosa” in which 
death was due to extension of the membrane to 
the pharynx and erysipelas. Of other writers of the 

* We are indebted to the ‘ British Journal of Children s 
Diseases' for permission to republish this article, which 
is slightly abridged, by omission of certain statistics and 
bibliographical references, and has been revised by the 
author. 
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pre-bacteriological era Sann£ and Henoch may be 
mentioned. In his monograph on diphtheria (^5) 
Sannd says that it is rare for diphtheria to remain 
localised in the nasal fossae, and he elsewhere (16) 
gives an account of 3 cases of nasal diphtheria 
in the same family. The child died without any 
manifestations in the pharynx or larynx. The 
mother had a nasal discharge of moderate intensity 
and recovered. The father’s attack was very mild. 
Henoch (6) stated that he had only once seen an 
independent rhinitis pseudomembranacea, and was 
uncertain whether to regard it as a case of true 
diphtheria confined to the nasal cavities or as a 
non-specific croupous rhinitis. 

Concetti (2) in 1892 was the first writer after the 
discovery of the diphtheria bacillus to give a full 
description of primary nasal diphtheria, based on 
the study of 5 cases. The nature of the disease 
was established in two of his cases by the culture 
of virulent diphtheria bacilli, in two by spread of 
infection, and in one by the supervention of charac¬ 
teristic diphtheritic paralysis. The course of the 
disease in all these cases was chronic, and with one 
exception the process was confined to the nose. 
Its benignity was attributed by Concetti to the factr 
that the nasal mucosa was little, if at all, capable 
of absorption. He pointed out, however, that in 
spite of its mild character the disease might be 
dangerous, as it might cause malignant faucial or 
laryngeal diphtheria in the patient himself or in 
others. 

About this time discussion began as to the relation¬ 
ship between diphtheria and the disease described 
as fibrinous rhinitis, a discussion which even yet 
has not been settled. The earlier writers, declared 
that there was no relation between the two, on the 
ground that nasal diphtheria was an acute severe 
disease with a tendency to involve the pharynx and 
larynx and was accompanied by much constitutional 
disturbance, a high mortality, and characteristic 
paralysis, whereas fibrinous rhinitis was a mild 
disease running a chronic course without any dis¬ 
turbance of the general condition or complications 
of any kind. They regarded the diphtheria bacilli 
found by other observers in cases of fibrinous 
rhinitis as harmless saprophytes without any patho¬ 
logical significance. 

With the progress of bacteriology arose an 
increasing tendency to annul this distinction 
.between fibrinous rhinitis and nasal diphtheria. 


In 1894 Gerber and Podack (5) pointed out that 
what had been regarded as clinical distinctions 
did not hold. In the first place the mild character 
of fibrinous rhinitis was not invariable, while on 
the other hand there were numerous cases of 
diphtheria which run a mild course with 
slight disturbance of the general condition. 
Secondly, the course of fibrinous rhinitis was not 
always chronic or subacute, but might be quite 
acute and end in one or two weeks. On the other 
hand, cases of faucial diphtheria lasting for several 
weeks had been reported by many writers. Thirdly, 
they drew attention to the occurrence of fibrinous 
rhinitis during a diphtheria epidemic, and to the 
subsequent development of diphtheria of the fauces 
or larynx in a patient suflferirtg from fibrinous 
rhinitis, as well as to the outbreak of undoubted 
diphtheria in the immediate neighbourhood of such 
a patient. They concluded that the so-called 
fibrinous rhinitis was, in many cases, perhaps in 
most, of a true diphtheritic nature, and that in 
practice every case of fibrinous rhinitis, as long as 
its non-diphtheritic nature had not been proved, 
should be regarded as true diphtheria. 

Ravenel (12) in 1895 reported 12 cases of mem¬ 
branous rhinitis, some of which had been followed 
by other examples of fibrinous rhinitis or of 
faucial diphtheria in the same family* He was of 
opinion that the majority of cases of membranous 
rhinitis were really forms of nasal diphtheria and 
should be regarded as such until the contrary had 
been proved by cultural methods. 

Pluder(n)in 1896 reported 6 cases in which 
fibrinous rhinitis was associated with faucial 
diphtheria in the same patient or in persons in his 
immediate neighbourhood. He held that there 
were no features peculiar to fibrinous rhinitis to 
distinguish it from diphtheria. 

With the exception of certain English rhinologists 
subsequent writers seem to ignore the distinction 
between fibrinous rhinitis and diphtheria and either 
discard the use of the term fibrinous rhinitis 
altogether or reserve it for those comparatively rare 
cases due to other microbes than the diphtheria 
bacillus, e.g . staphylococcus, streptococcus, and 
pneumococcus. All these writers are agreed as to 
the epidemiological importance of isolated nasal 
diphtheria and the necessity of treating it by anti¬ 
toxin. 

The question seems to have attracted little atten- 



ISOLATED NASAL DIPHTHERIA. 


[ Clinical Journ 


194 

tion in this country until 1898, when Lambert Lack 
(9) at the Royal Medical and Chirurgical Society, 
of London, entitled “ Fibrinous or Membranous 
Rhinitis and its Relation to Diphtheria,” based on 
clinical and bacteriological examination of 37 cases. 
While establishing the diphtheritic nature of 
fibrinous rhinitis he accentuated the distinction 
from diphtheria, especially ., as regards the J 
slight amount or complete absence of general ] 
symptoms, entire absence of sequelae, absolutely j 
good prognosis, and relative chronicity. He was 
unable to find any example among his cases where 
the disease had given rise to a single case of unmis¬ 
takable diphtheria, and regarded recorded instances 
as doubtful. Other Engligh rhinologists, especially 
StClair Thomson (18), Tilley (19), and Yonge 
(20) have adopted Lack’s views. StClair Thomson 
indeed, is so convinced of the clinical distinction 
of fibrinous rhinitis from diphtheria, as to declare 
that the injection of diphtheria antitoxin does no 
good. On the other hand, Duncan Forbes and 
Newsholme (3), while still retaining the term 
membranous rhinitis, pointoutfrom theirexperience 
of school outbreaks that it possesses great infectivity, 
and are of opinion that its frequency is not suffi¬ 
ciently recognised. 

The present paper is based on 3000 cases of 
diphtheria under my care at the Grove Hospital 
between 1902 and 1915. Of these only 55 cases 
or 1*5 per cent, were examples of isolated nasal 
diphtheria, /. e . diphtheria starting in the nose and 
remaining confined to that sit$, as compared with 
620 cases or 20*6* per cent, in which nasal | 
diphtheria was associated with diphtheritic angina. 
The diagnosis in each case was confirmed by 
bacteriological examination. 

With the exception of 4 infants suffering from 
congenital syphilis, all the patients had been in good j 
health until the time of their attack of diphtheria. 
None had been recently suffering from scarlet fever 1 
or measles which so frequently precede nasal | 
diphtheria. | 

Age and sex ,—With the exception of two patients, 
a^t. 26 and 51 years respectively, the disease ! 
was confined to children set. from 5 weeks to 16 j 
years. The cases preponderated in the cold months 
of the year. I 

Symptomatology *.—The commonest prodromal j 
symptoms were headache (16 cases), sore throat 1 
(14 cases), shivering (8 cases), and vomiting (8 


cases). Twenty had no symptoms beyond a dis¬ 
charge from the nose, but this absence of com¬ 
plaint may have been partly due to the fact that a 
large proportion of the patients were very young 
children. 

The local symptoms varied. The character of 
the nasal discharge was watery (16 cases), sanious 
(n cases), or purulent (9 cases). In 5 only dry 
crusts were present. Membrane could be seen in 
the nostrils without the aid of a speculun in 15 
cases. Redness and excoriation of the ala nasi, 
septum and nasodabial groove on the side corre¬ 
sponding to the discharge was frequently observed. 
Enlargement of the submaxillary or cervical glands 
was frequently but not invaribly present. As 
regards the general condition in 11 cases the 
temperature was normal or subnormal on admission 
and remained so throughout their stay in hospital. 
In 44 there was some pyrexia on admission, 
ranging from 98*6° to 104.4°F., and lasting from 
1 to 4 days or more. None, however, appeared 
to be severely ill with the exception of the 4 
subjects of congenital syphilis. This absence of 
general disturbance and slightness of the local signs 
explain why barely half the cases were admitted 
to hospital until they had been ill over a week. 

Infectivity .—In 16 cases one or more other 
members of the family had simultaneous attacks of 
faucial or nasal diphtheria. Excluding from con¬ 
sideration 14 cases which were lost sight of, as 
they were transferred to a convalescent hospital 
shortly after they were allowed to leave their bed, 
the long duration of infectivity is shown by the fact 
that 26 of the remaining 41 patients were detained 
more than 6 weeks, for periods ranging from 45 to 
132 days, owing to the persistence of diphtheria 
bacilli in the nostrils. 

Complications. —Albuminuria lasting from 1 to 
18 days was the commonest complication, having 
been noted in 13 cases; otitis occurred in 2, 
paralysis (cycloplegia) in 1. Two had a relapse, 
one a mild nasal attack, and the other very severe 
faucial diphtheria which proved fatal in a few 
days. 

Prognosis .—The series confirms the rule as to 
the benignity of isolated nasal diphtheria. All the 
patients recovered except 3 infants, set. 5 weeks, 10 
weeks, and 3 months respectively, all subjects of 
congenital syphilis. In 2, death was due to broncho¬ 
pneumonia, and in the third to an attack of very 
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severe faucial diphtheria which supervened nearly 
4 months after admission. 

Treatment. —Antitoxin, in doses ranging from 
1000 to 12,000 units was given. Nineteen patients 
developed urticarial rashes, but no other sequel® 
attributable to the serum were observed. Owing 
to the risk of infecting the middle ear nasal irriga- i 
tion was avoided, and no local treatment was 1 
employed beyond keeping the nose clean. Care 
. was taken to prevent'd® child infecting itself else- j 
where by picking its nose and scratching other 
parts of the body. 

The frequency of isolated nasal diphtheria has 
been variously estimated by different observers, 
some regarding it as a rare occurrence, and others 
as extremely frequent. The difference in these 
views is partly to be explained by the significance 
attached by various writers to the term “ primary,” 
the more frequent synonym for “ isolated nasal 
diphtheria, and partly to the fact that their field or 
observations varied considerably. Cases of isolated 
nasal diphtheria are comparatively seldom sent to 
a fever hospital, and this accounts for the fact that 
the present series forms only so small a fraction of 
a large number of cases of diphtheria admitted to 
hospital during a period of 13 years. Only slightly 
higher figures are given by Bergh (1) who states 
that among 256 diphtheria patients treated at the 
fever hospital at Malmo, 9 cases, or 3 5 per cent., 
had primary nasal diphtheria. It is much more 
frequent, however, to find cases of nasal diphtheria 
in a fever hospital among children convalescent 
from scarlet fever or measles, but it is in schools 
and among other collections of children that the 
disease is most frequent. The rarity of the con¬ 
dition in adults and its frequency in children, to 
which most writers have drawn attention, is well 
shown in my cases. 

The frequency with which diphtheria tends to 
remain localised in the nostrils in infancy, has been 
attributed to the fact that in infants the bucco¬ 
pharyngeal cavity is an acid medium ill-suited for 
the development of diphtheria bacilli (14). 

The association with congenital syphilis, which 
is well exemplified in the present series, has been 
noted by other observers. 

The generally mild character of isolated nasal 
diphtheria has been proved by the interesting 
experiments of De Stella to be the result of auto¬ 
immunisation. He smeared the nasal mucosa of 


5 guinea-pigs and 1 rabbit with virulent cultures 
of diphtheria bacilli. Within 12 hours the cultures 
had all disappeared from their noses. As a control 
experiment he smeared the same cultures on the 
pharyngeal, conjunctival, and vaginal mucosas of 
3 guinea-pigs and 1 rabbit, with the result that 
diphtheria developed in all. His second experi¬ 
ment was the same as the first, except that the 
cultures were inoculated after scarification of the 
nasal mucosa. In 15 hours the bacilli had dis¬ 
appeared from the nose and no membrane httd 
developed, whereas in control animals inoculated 
on the pharyngeal, conjunctival, or vaginal mucosae 
a rapidly fatal diphtheria occurred. The third 
experiment consisted in inoculation after cauterisa- 
j tion of the mucosa of the nasal septum. In 12 
hours there was formation of a membrane which in 
48 hours extended over a large surface of the nasal 
fossae, and was associated with sneezing and dis¬ 
charge of pus and blood from the nose. Only 2 
of the 50 guinea-pigs thus inoculated died, while 
none of the rest showed any signs of illness. The 
fourth experiment consisted in inoculating the 
animals which had recovered from nasal diphtheria 
with an extremely virulent bouillon culture of 
diphtheria bacilli. It was found that they were 
able to resist doses 10 times stronger than that 
which could be borne by the control animals. 
Further, a serum was prepared from the blood of 
these animals which, when infected into guinea- 
pigs, rendered them refractory to large doses of 
diphtheria toxin. De Stella concluded that in 
diphtheritic rhinitis the organisms secrete an anti¬ 
toxin which completely neutralises the diphtheria 
toxin. 

In rare instances, though the membrane is con¬ 
fined to the nose, there is considerable toxaemia. 
Only one example was met with in the present series, 
in a congenital syphilitic child.- Other cases of 
toxaemic diphtheria confined to the nose have come 
under my notice though they are not included in 
the present series. The absence or scarcity of 
complications in isolated nasal diphtheria is in 
accordance with the slight degree of associated 
toxaemia. The occasional but rare development 
of diphtheritic paralysis, one instance of which 
occurred in the present series, has been noted by 
others. 

The long persistence of the diphtheria bacilli and 
the inefficacy qf attempts to get rid of them are 
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readily explained by anatomical considerations. 
The numerous folds in the mucous membranes of 
the nasal fossae, antrum of Highmore, ethmoid and 
frontal sinuses form an excellent incubator for the 
growth and multiplication of the bacilli. 

Diagnosis .—Diphtheria of the nose should be 
suspected in the presence of a persistent rhinor- 
rhoea, whether sanious or purulent, especially if 
unilateral and accompanied by redness and ex¬ 
coriation of the corresponding side of the naso¬ 
labial fold and ala nasi. The diseases most likely 
to be mistaken for it are a foreign body in the 
nostril and the rhinitis-of congenital syphilis. It 
must be borne in mind that the two diseases not 
infrequently co-exist; a negative bacteriological 
examination, especially when no improvement 
follows the injection of antitoxin, will settle all 
doubts. 

I reported some years ago (13) an example of 
intranasal chancre simulating nasal diphtheria in 
which the diagnosis was made by the co-existence 
of a polymorphic eruption, the considerable adeno¬ 
pathy, the absence of diphtheria bacilli and the 
result of antisyphilitic treatment. 

Summary. 

(1) Isolated nasal diphtheria, i.e. diphtheria 
originating in and confined to the nose, occurred in 
95 out of 3000 cases of diphtheria (i'5 per cent.) 
admitted to hospital. 

(2) It is most frequent in young children and in 
the cold months of the year. Congenital syphilis 
is a predisposing cause. 

(3) The great majority of cases run a mild 
course, but rare examples of toxsemic diphtheria 
confined to the nose undoubtedly do occur. 

(4) The habitually mild course of isolated nasal 
diphtheria has been proved to be due to auto¬ 
immunisation. 

(5) Chronicity is a characteristic feature of 
isolated nasal diphtheria, the persistence of the 
bacilli being explained on anatomical grounds. 

The term “ fibrinous rhinitis ” should be reserved 
for those comparatively rare cases in which this j 
form of rhinitis is due to other causes than the 
diphtheria bacillus. The practical significance of , 
isolated nasal diphtheria consists in its epidemio- I 
logical importance. 
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A CASE OF LEUC0CYTHA2MIA 
CUTIS.* 

¥ 

By H. BATTY SHAW, M.D., F.R.C.P., 
Physician to University College Hospital; and 

D. LOUGHLIN, M.B., B.S., 

House Physician to University College Hospital. 

A farm labourer, set. 37 years, was admitted into 
University College Hospital under the care of Dr. 
Batty Shaw. His history was as follows: After 
being in the Army for 15 years, having served in 
India, Burma, and Aden, he returned to England 
and become a farm labourer. He had had pneu¬ 
monia and frequent attacks of malaria. Although 
his wife had had two miscarriages he gave no 
history of syphilitic infection. 

The first abnormality in his condition was the 
development of pains in his joints and in his back, 
which began 8 months ago. This was followed in 
a few days by the development of purple-coloured 
patches on his body. About 5 months ago ulcera¬ 
tion developed over the sacrum, and 4 months ago 
small lumps developed in the skin of his body, 
limbs, and face. These lumps progressively in¬ 
creased in number and size. 

When admitted on August 22nd, 1916, he was 
found to be febrile, the temperature reaching 
ioi° to 102 0 F.; the pulse rate was increased, and 
the patient was obviously very ill. The striking 
point about his features was that they were leonine, 
and the first impression was that he was suffering 
from leprosy (Fig.). Scattered about his face were 
soft, fleshy tumours, involving the skin of the 
forehead and face; they were present also in the 
neck, the front of the body, the arms and forearms, 
and the fronts of the thighs and legs ; in some parts 
of the body they were absent, e.g. the ears and eye¬ 
lids, the elbows, knees, hands, and feet. Some of 
them were purple in colour, others red or pale 
pink. They were painless, werejiot deeply attached, 
involving the skin, and being movable ; they were 
soft and free from ulceration. There was a shallow 
ulceration of the skin over the sacrum, and there 
was penile ulceration. The skin of the ears and 
eyelids and mucous membrane was distinctly pale, I 
but the skin generally of the body showed a ! 


brownish pigmentation, and the legs especially 
showed patches of purpura. The nodules at the 
beginning were described as being much flatter 
than at the time of examination. There were 
subconjunctival haemorrhages in both eyes ; only a 
few deposits were found on the back; the feet 
were oedematous; the skin was rather hyper- 
aesthetic, but there was no pruritus. The voice 
was distinctly hoarse. On looking into the mouth 
it was seen to be pale, but the tonsils were enlarged 
and showed purplish patches of discoloration. The 
only glands that felt enlarged at all were those of 
the groin; their enlargement appeared to be due 
to the ulceration above-mentioned. Neither spleen 
nor liver could be felt* The memory was impaired, 
but no signs of disease of the nervous system 
could be made out. 

Mr. J. Herbert Parsons reported the presence of 
small haemorrhages in the neighbourhood of the 
maculae, and some, very minute, in the periphery 
of the fundi; the discs were pale, but otherwise 
normal. Mr. Gwynne Williams expressed the view 
that the penile ulceration and the ulceration of the 
buttocks were non-specific in nature. The Wasser- 
mann reaction was also negative. During his stay 
in the hospital the patches increased in size, espe¬ 
cially on the face, so that there was very little 
uninvaded skin visible. Even the eyelids were 
invaded, and there were deposits beneath the 
conjunctiva. The temperature persisted, and there 
was some trace of periodicity. The purpura in 
the legs disappeared, and the patches on the face 
lost their purple colour. Subsequently, however, 
this recurred. 

Examination of throat and larynx (October 18th) 
(Mr. Tilley’s report): The palate is abnormally 
pale. The upper end of right tonsil is swollen 
and of a reddish colour, but there is no definite or 
circumscribed tumour. In the region of the left 
lingual tonsil is a reddish-purple swelling of the size 
of a hazel-nut, the base is broader than the fore 
portion, so that it resembles the tumours seen 
elsewhere. Larynx : The vocal cords are normal 
in movement and appearance, but the right is 
largely hidden by a reddish-purple swelling which 
occupies the anterior half of the right ventricular 
band ; the swelling is again about the size of a 
hazel-nut. 

Blood-count: This was carried out on 5 occa- 


* Read at the Royal Society of Medicine. J sions. The total red cells increased after admission 
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from 830,000 to 1,800,000 per cubic millimetre. 
The haemoglobin also increased from 15 per 
cent, to 35 per cent., the colour index varied 
from 0 65 to o’ 98. The red cells showed vacuo- 
lation and poikilocytosis. Macrocytes were nume¬ 
rous on 2 occasions, absent on 3 occasions. 
Microcytes were always present. On 2 occasions 
only were nucleated red cells seen. The white 
cells varied from a minimum of 3500 to a maxi¬ 
mum of 6200. The analysis of the 5 counts is as 
follows : 


Date. 

Total number 
of white cells 
per cubic 
millimetre. 

Percentage of 
lymphocytes. 
Small. Large. 

Percentage 
of polymor¬ 
phonuclear 
cells. 

August 25, 1916 

6000 

73 

2 

25 

September i, 1916 3000 

60 

10 

30 

12, ,, 

3500 

50 

6 

44 

» 30, 11 

3400 

60 

8 

32 

October 4, 1916 

6200 

38 

6 

• 56 

Average 

4420 

562 

~~&4 

37-4 

Mr. T. \V. 

P. Lawrence examined 

a micro- 


scopical section of one of the nodules removed 
under local anaesthetic, and reported as follows : 
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“ Stratum reticulare: The superficial zone is 
densely infiltrated with cells, in the main resem¬ 
bling lymphocytes. Many of the cells are, however, 
rather larger than normal lymphocytes ; the nuclei 
are less uniform in size, and many are slightly oval. 
A specially wide and dense tract of infiltration 
follows the course of a hair-follicle, and elsewhere 
similar infiltration is present, though much smaller 
in amount. In certain areas the lymphatic clefts 
of the stratum reticulare are markedly dilated, and 
the intervening connective tissue is increased in 
amount and density. In other areas the endo¬ 
thelium of the clefts is hyperplasic; in places the 
cells are swollen, highly protoplasmic, cubical, and 
arranged around a central lumen, in other places 
they are flattened, fusiform, polyhedral, and arranged 
in narrow, solid columns or masses. Scattered 
through the reticulare are small areas of red cells. 

“Stratum papillare: The papillae are swollen 
from oedema. The cell infiltrate of the reticulare 
encroaches very slightly on this layer, except in 
certain of the papillae, where a central column of 
cells extends almost to the epithelium. A few red 
blood-corpuscles have been extravasated in places. 

“ Epithelium : This forms a very thin superficial 
stratum, and the inter-papillary processes are short 
and narrow. 

“ Diagnosis: Leucocytic infiltration of lympho¬ 
cytic type with chronic reticular lymphangitis.” 

Comment .—The clinical features of this case are 
extraordinary enough, but greater interest centres 
round the problem of diagnosis. The diagnosis of 
leucocythaemia cutis is made on the blood picture, 
which shows severe secondary anaemia without the 
classical signs of pernicious anaemia, and a quali¬ 
tative change in the leucocyte picture. So far as 
the number of leucocytes is concerned there is 
little to support the contention that the case is 
leucocythaemia. It may be thought that an average 
total lymphocyte count of 62 6 per cent, is met 
with in lymphadenoma, and some writers have 
insisted upon this possibility, But most are agreed 
that high lymphocytosis of this degree indicates 
the leucocythaemic nature of the malady. Mr. 
Lawrence’s report on the microscopic appearance 
of the nodules shows cells like lymphocytes 
accumulated in the skin. To get over the diffi¬ 
culty of speaking of a case of leucocythaemia or 
leukaemia with only qualitative and not quantitative 
changes in the blood the term “ aleukcemia ” has 


been introduced, but for simplicity’s sake this case 
has been shown under the title of “ leucocythaemia 
cutis.” The extraordinary development in the skin 
in this case is not unfamiliar to dermatologists. A 
case very similar to the present, including the 
anomalous blood-count, has been described by 
Pfeiffer under the name of pseudo-leukaemia, but 
Pinkus, in describing the condition met with in 
the skin in leucocythaemia, rightly regards Pfeiffer’s 
case as one really of leucocythaemia cutis, 

On November 2nd, 1916, at 1 p.m. t^he patient 
suddenly had a fit, which was convulsive in 
character, and then he was comatose for about 
3 hours before death, which occurred at about 
4-45 P m - 

Necropsy .—Body wasted ; most parts show firm 
deposits in the skin, some of which are hcemor- 
rhagic, and the whole body shows brown pigmenta¬ 
tion ; feet cedematous. Brain : Excess of cerebro¬ 
spinal fluid; soft membranes cedematous; brain 
pale. Heart: Small, fat on the surface, atrophic 
and cedematous; a fibrous patch on the anterior 
surface of the right ventricle; heart muscle rather 
brown in colour; considerable hydropericardium ; 
aorta normal. Lungs : One or two small nodules 
present in each aryteno-epiglottidean fold; large 
deposit occupying the whole border of false vocal 
cord, which is ulcerated and sloughing at its pos¬ 
terior end. A large deposit in the hinder w^ll of 
the larynx and a small deposit in the upper part 
of the trachea (which is congested throughout). 
Tongue : There are several large deposits on the 
back of the tongue ; tonsils not enlarged. Glands : 
One or two glands in lower part of the neck and 
mediastinum show trifling enlargement and are 
rather hard; mesenteric and other glands normal. 
Stomach, intestines, and pancreas normal. Spleen : 
Universally adherent; enlarged; tougher than 
normal; weight i3i oz. Liver appears normal. 
Peritoneum : Considerable ascites. Kidneys : One 
of the kidneys has several areas in which multiple 
abscesses are present, appearing as yellow 7 spots of 

fluid on the surface and streaks in the cortex ; 

» 

otherwise the kidneys show little that is abnormal, 
beyond great oedema of fat of the hilum. Supra- 
renals : Most of the yellow 7 ,fat has disappeared. 
Bone marrow (from centre of femur) appears lather 
gelatinous, but is still yellow 7 (the gelatinous appear¬ 
ance probably due to atrophy of the fat) ; in places 
the marrow is redder than normal. 
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ACUTE GLAUCOMA FOLLOWING 
THE APPLICATION OF 
COCAINE DROPS. 
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By ROBERT J. HAMILTON, F.R.C.S.E., Etc., 

Ophthalmic Surgeon, Royal Southern Hospital, 
Liverpool. 
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but he was 


Two eases of the above have been published in 
the ‘Ophthalmic Review ’—one by Mr. James 
Hinshelwood in 1900, and the other by the late 
Mr. Simeon Snell in 1901. It must therefore be 
of extreme rarity; though other surgeons may 
have had similar cases, unrecorded, or possibly 
explained and attributed to other causes. The 
daily use of the drug in private and in hospital 
practice would surely have established the possi¬ 
bility of such a danger if cases had occurred with 
any frequency in the experience of others. 

W. H. B —, aet. 61 years, consulted me on 
April 5th, complaining of headaches and tired 
eyes on reading. He was wearing convex lenses, 

.... ._ C R.C. + 2 

and with these V. 1 

l L.C. + 1‘5 = 

insufficiently corrected for reading. The pupils 
were active and equal, and responded readily to 
light. There was no tension. By ophthalmo¬ 
scopic examination there seemed to be a slight 
difference in the colour of the discs, and, so as 
to facilitate further examination I applied 5 or 6 
drops (certainly not more) of a fresh 5 per cent, 
solution of cocaine. By way of parenthesis, I may 
here state that I tested the contents of this bottle 
subsequently on several eyes to prove that it 
contained cocaine only. 

After an interval of 20 minutes there was a wide 
dilatation of both pupils. Examination, therefore, 
was easy, and the difference in colour in the two 
discs was explained by the presence of a slight 
“ cupping ” of the left disc. A general narrowing 
of the arteries could be made out, with a clearly 
defined line of reflection, suggesting the presence 
of arterio-sclerotic changes. 

After working out the refraction, which was 
markedly astigmatic in the left eye, I took a peri¬ 
metric tracing of the “fields.” There was no 
contraction in any part of the field of vision. 
With correcting lenses — 


The patient was delighted, saying that he had 
never seen so well. I was, perhaps, not so 
delighted, and ordered guttae pilocarpine for 
constant use in the left eye, at the same time 
writing to his doctor to say that glaucoma would 
be there sooner or later. 

The mistake made was in not applying eserine 
there and then, before the patient left my rooms. 
It is my invariable practice in old people after 
finding that cocaine produces a large amount of 
dilatation. But I missed it on this occasion. 

On further eliciting the patient’s history, he told 
me that he suffered from high blood-pressure, that 
his doctor had told him that it was 180, and that 
he had been obliged to retire from business about 
3 years previously, as excitement and worry pro¬ 
duced the most intensely throbbing and painful 
sensations at the top of the head. The pulse also 
gave evidence of an arterio-sclerotic change, and 
hypertonus was probably also present. The man 
was a total abstainer, but was always flushed after 
meals. 

During the evening Mr. B— was very excited 
and talked a great deal; saying that he hoped to 
use his eyes a good deal more now for reading, 
etc. His wife noticed that he appeared unusually 
flushed. At 10 o’clock violent pain in the eyes 
and at the top of the head, with some vomiting, 
began, and continued all night. 

On the following morning I was sent for, and 
found a condition of acute glaucoma in both eyes : 
purple-red injection of conjunctive and scleral 
vessels, steamy corneae, widely dilated pupils, 
tension + 3, and vision reduced to bare per¬ 
ception of light. * 

This was sufficiently alarming, and called for 
prompt measures. Under ether anesthesia an 
iridectomy was performed that afternoon on both 
eyes. There was considerable hemorrhage both 
j into the anterior chambers and also escaping by 
j the corneal incisions. The result in the right eye 
was excellent, vision ultimately becoming normal 
! = a, and small print easily read with his reading 
! glasses. The strangulation in tlje left eye had 
done more damage, and the vitreous, 3 weeks 
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later was full of “ floaters,” with vision amounting 
to “ count fingers ” only. 

The rest of the treatment must be described, so 
that the claims of operation versus depletory 
measures may be balanced. But the one is com¬ 
plementary to the other, though I maintain that 
it was primarily the operation which gave such an 
immediately good result in the right eye. 

The patient was kept in a raised position in bed, 
and ice applied to the top of the head; bromide 
of ammonium and iodide of potassium were given 
internally and a light fluid diet in small quantities 
ordered. The general calming down of the cir¬ 
culation, with a more tranquil and less flushed 
appearance, the sense of ease felt and described 
by the patient as the throbbing sensations dis¬ 
appeared, and the quieter manner in movements 
and in talking, testified to the improved conditions, 
and should always be the object aimed at by the 
surgeon treating glaucoma. 

But it is not the object of this paper to discuss 
the symptom-complex of that interesting disease, 
but rather to consider whether, with many of the 
predisposing elements present, cocaine could have 
been the exciting cause of the acute attack. 

Cocaine by itself does not raise the tension ; in 
fact, by its continuous use the tension is lowered. 
The immediate physiological action is a temporary 
dilatation of the pupil, and a slight relaxation of 
the accommodation. This is probably due to 
* irritation of the sympathetic. But undoubtedly 
its effect varies in different individuals, and in 
nervous and excitable temperaments the mydriasis 
is more quickly produced, and will last sometimes 
for 24 hours, or even longer. The action of 
cocaine in this respect is quickly controlled by 
the use of a myotic; which is not the case when 
atropine or duboisine has been the mydriatic 
employed. 

Great emotional excitement can precipitate an 
acute glaucoma. I have notes of 2 or 3 such 
cases. An old lady, aet. 72 years, whose history 
afforded no evidence of previous eye trouble, after 
a stormy evening of disputing with one of her 
family, gave way to grief and hysterical weeping, 
and in the morning was blind with all the symp¬ 
toms above described. 

But to return to my patient’s case. The history 
and subsequent course of events proved that, with 
such a blood-pressure,’he* had been living at the 


edge of a precipice as far as his eyesight was 
concerned. The inevitable conclusion then would 
be that the cocaine mydriasis was sufficiently 
prolonged to block the sinus venosus sclerae (canal 
of Schlemm) and so cause the disaster described. 

\ 


The Resuscitation of those Apparently 
Dead from Suffocation. —Staff-Surgeon Edmund 
Cox calls attention to the factor of the circulation 
in these cases. The usual teaching gives instruc¬ 
tion in artificial respiration, but says nothing about 
the heart. 

It is true that the respiration is usually the 
first to fail, but if the asphyxia be prolonged the 
heart will stop also. Once the heart has stopped 
no amount of artificial respiration will resuscitate 
the patient unless means be taken to restore the 
circulation also. If artificial respiration be effi¬ 
ciently performed on a person apparently drowned 
(or hanged, etc.), and he remains cyanosed for 
more than a very short time, it is evident that the 
blood which is being aerated in the lungs is not 
circulating. When an obstruction to respiration 
is removed, or artificial respiration performed 
during an operation, in a case in which the trouble 
is respiratory and not cardiac, the cyanosed patient 
quickly regains a normal colour. But if we wait 
for this evidence of cardiac failure our chance of 
saving the patient will be missed. * The writer 
proposes that when on examination there is good 
reason to fear that the heart has stopped, we 
should open the radial artery and make sure. If 
the circulation is found to have failed, how are we 
to restore it? Massage of the heart has been 
performed successfully for anaesthetic poisoning, 
but it does not appear to have been done for 
poisotiing by asphyxia; but the rationale is the 
same, and it seems the only measure likely to 
succeed. The only efficient method is direct 
massage through either a thoracic or an abdominal 
incision. Time must not be lost over antiseptic 
preparations. The peritoneum is very tolerant as 
long as the soiling is not continuous, and desperate 
conditions justify desperate remedies. During 
the procedure artificial respiration by Sylvester’s 
method would, of course, be kept up.— Journ . 
Royal Naval Med. Service, p. 5x6. 
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A CASE OF SPINA*, ANESTHESIA; 
RAPID FAILURE OF RESPIRA¬ 
TION AND CIRCULATION; 
RECOVERY AFTER ARTI¬ 
FICIAL RESPIRATION, 
MASSAGE OF THE 
HEART, Etc. 

By PERCY R. COOPER, M.D., B.Sc.Lond. 
F.R.C.S.Eng., etc. 


The spinal anaesthetic was here given as a pre¬ 
liminary to operation for appendicitis, during a 
quiescent interval, in a patient otherwise healthy. 
The patient had, a few years previously, nearly 
succumbed to a general anaesthetic during an 
operation for curetting the uterus. This was the 
chief reason why spinal anaesthesia was chosen on 
the present occasion. 

The usual technique for a spinal injection was 
employed, about 2 drm. of cerebrospinal fluid 
being allowed to run out before the dose of 
stovaine solution was injected. The patient was 
then somewhat up-ended so as to favour the ascent 
of the drug along the spinal canal. In a very short 
time numbness of the lower limbs was complained 
of, and soon after the numbness had extended to the 
fingers. The patient next complained of feeling 
very sick and faint, and became rather pale.. A 
few whiffs of chloroform were given and the opera¬ 
tion commenced. The abdomen was opened 
through a para-rectal incision—as a full exploration 
was desired—but before any manipulation of the 
intestines was begun it was noticed that the breath¬ 
ing was .very unsatisfactory and the colour very 
bad. The face was drawn, deathly pale, with the 
lips cyanosed, and the mouth whispering ’unin¬ 
telligibly. The chloroform and the operation were 
immediately stopped, the wound being protected 
by sterilised towels; oxygen and some whiffs of 
ether were given, but as the patient had practically 
ceased breathing, artificial respiration was promptly 
started. At this time the heart was beating fairly 
strongly. A hypodermic injection of strychnine 
and atropine was given, and artificial respiration, 
plus oxygen and ether inhalation, continued. No 
attempt at spontaneous breathing was made. The 


pulse was feeble and almost imperceptible; and 
about 20 minutes after the failure of natural res- 
j piration the heart stopped beating, the whispering 
| ceased, and the patient was apparently lifeless. 

The operator at once introduced his gloved hand 
I through the laparotomy wound and massaged the 
1 heart through the diaphragm; it responded im- 
1 mediately and resumed pulsating. Hot fomenta- 
1 tions were applied over the praecordium every few 
minutes ; and, in addition to Sylvester’s method 
J of artificial respiration, which had been continu¬ 
ously employed, Laborde’s method of intermittent 
traction on the tongue was also used. This was 
presently followed by an occasional spontaneous 
inspiration, but not until three-quarters of an hour 
| had elapsed from the commencement of the col¬ 
lapse could our efforts at resuscitation be stayed. 
We were then able to proceed with the operation, 

; which was completed as rapidly as possible; fortu- 
| nately no complications were met with in the abdo- 
! men, and the patient was returned to bed in fair 
I condition. She was now conscious, and calling out 
| loudly for air; accordingly oxygen inhalations were 
1 continued on and off for several hours. Except 
| for some trouble with flatulence, and for the 
j blisters on the precordium due to the repeated hot 
fomentations, she has made a perfectly uneventful 
recovery, and the abdominal wound has healed by 
first intention. No respiratory or cardiac sequela 
has resulted. 

Comment .—The respiratory and cardiac failure 
were certainly not due to the general anaes¬ 
thetic—she had had the merest whiff—in fact, the 
patient subsequently informed me that she was 
I not unconscious when the collapse occurred , but 
i simply felt very sick and ill, and had a great desire 
for air. Her “ whispering,” she explained, was 
really asking us to let her have air. The collapse 
could not have been due to “ shock of operation ” 
or to “ loss of blood,” because nothing had been 
done beyond making the incision, and there was 
no doubt the parts were fully anaesthetised and the 
| nerve paths blocked, and certainly not more than 
I a drachm or two of blood had been lost. Evidently, 

I therefore, the collapse was due to the directaction of 
1 the injected drug on the respiratory centres; first on 
the phrenic centres in the upper cervical cord, and 
| later, in all probability, involving the medullary 
centres. Diaphragmatic breathing was totally 
| arrested, and this had been preceded by complete 
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anaesthesia and muscular relaxation of both limbs 
and trunk. It is, of course, possible that this 
patient was specially sensitive to drugs, and par¬ 
ticularly to anaesthetics, but in my opinion the 
up-ending of the patient after the intrathecal in¬ 
jection, by favouring the rapid access of the poison 
in a concentrated form to the vital centres of cord 
and brain, was chiefly responsible for the serious 
collapse which resulted. Instead of raising the 
buttocks I would rather advocate raising the head 
and neck in spinal anaesthesia so as to protect the 
vital centres as far as possible. 


Tuberculosis of Tongue. —White and Marcy 
report the case of a tuberculous man, aet. 30 years, 
who developed a tuberculous ulcer on his tongue. 
The chief symptoms were soreness and swelling. 
The pain was so severe when food was taken that 
the patient could not eat. He lost 20 lb. in 5 
months, flis medical attendant treated the ulcer 
locally with silver nitrate and iodine for 5 months. 
Only by the use of cocaine locally was he able to 
eat. He lost 10 lb. in weight in two months in 
the hospital, and the ulcer continued to increase 
in size. The surgeon’s advice was to excise the 
tongue wide of the lesion. The writers suggested 
that a trial be given to injection of tuberculin into 
the base of the lingual ulcer. This was done. At 
the end of 24 hours the tongue was swollen, red, 
and a little more painful. At the end of 48 hours 
it was still slightly swollen, but not sore, and the 
increased redness was fading. After this the ulcer 
commenced to diminish in size, until at the end 
of one week it was not more than half the size, 
and the patient was able to eat without pain. 
Two weeks later a second dose was given in the 
same way. One week later a reduction again of 
approximately 50 per cent, in the size of the ulcer. 
A third injection was given two weeks after the 
second. Twelve days later the ulcer had almost 
completely healfed, and he was again rapidly 
improving in weight and health. A fourth dose 
of tuberculin was given when the ulcer was quite 
healed, and only a small fissure left to mark its 
former site.— Journ . Amer. Med . Assoc., p. 1663. 


j Icterus Grayis Syphiliticus.— Prof. Udo J. 

I Wile and R. G. Karshner refer to the fact that 
j jaundice in early syphilis occurs in two forms— 

1 mild jaundice and severe jaundice, or icterus 
I gravis. The mild form, by far the more common, 

1 differs little in symptomatology from ordinary 
catarrhal jaundice. While most common at the 
time of the exanthem, a small percentage of cases 
occur late in the secondary period. In general, 
j the onset is more sudden than in catarrhal 
I jaundice, and there is often an absence of gastro- 
! intestinal s>mptoms. The appetite is generally 
good, though there may be a distaste for fats. In 
some cases the stools are clay coloured ; in others 
j normal. Swelling of the liver is fairly uniform. 

1 The spleen is often enlarged, but this may be 
1 attributed to the generalised spirochaetosis of the 
secondary period. 

The icterus lasts a few weeks and disappears, 

1 particularly under treatment, though cases are 
reported in which it has become chronic. In 
! many instances it developed into the grave form, 
j That it is not due to mercury is proved by the fact 
that it often appears when mercury has not been 
! administered, and readily disappears on intense 
mercurialisation. The three points—the absence 
1 of other cause for the jaundice, its usual appear¬ 
ance with the general eruption, and the rapid dis¬ 
appearance under specific treatment—differentiate 
syphilitic from simple catarrhal jaundice. 

The explanations of the cause of the mild 
I form of syphilitic jaundice are many. Gubler 
i believed it to be due to a roseola or exanthem of 
1 the intestine and bile duct. French writers in 
general regard it as the result of swelling of the 
portal lymph vessels. Engel-Reimers was able to 
show at necropsy in 3 cases that it was an obstructive 
jaundice caused by syphilitic adenitis of the pgrtal 
I lymph glands. Senator held that the jaundice 
I was due to an inflammatory reaction 

Of far greater importance than mild icterus is 
the grave form, which often supervenes on the 
former, though it may arise insidiously with a 
, stormy onset and rapid course. The tendency if 
untreated is for the condition to go on to acute 
yellow atrophy. In Osier’s ‘ Modern Medicine ’ it 
is stated that 10 per cent, of all cases of acute 
yellow atrophy occur during secondary syphilis. 
Richter, in 1898, collected reports of 39 cases of 
syphilitic icterus gravis from the literature, and 



204 


ICTERUS GRAVIS SYPHILITICUS. 


[Clinical Journ 


added two of his own. In Michael’s analysis of 
40 cases of jaundice in early syphilis, 4 went on to 
acute yellow atrophy. The condition seems to be 
much more common in women, the ratio being 
about 5:1. In 50 cases reviewed by Lasch mer¬ 
cury had been administered in only 3 previous to 
the appearance of the icterus. In most of the 
cases reported, the icterus coincided with the 
exanthem. It may appear earlier. Practically all 
cases begin some time during the first year of 
infection. Bendig has recently observed a case 
similar to the one reported below, in which the 
icterus occurred subsequent to the disappearance 
of the secondary lesions under mercury. 

The cause of grave icterus was carefully studied 
by Buschke and Zernik, in 1911, who concluded 
that’ it is due to a parenchymatous hepatitis and 
not an obstructive jaundice. This view is generally 
accepted. Other factors may sometimes play a 
rdle. Cases in which pregnancy complicated the 
condition have been reported. One case followed 
abortion. Jaundice had been noted as occurring 
in the course of salvarsan injections, and a salvarsan 
icterus, often fatal, had been described. 

The symptoms of icterus gravis are those of 
acute yellow atrophy, differing chiefly in the fact 
that they yield to specific treatment when recog¬ 
nised early. The onset is variable, generally 
insidious. A mild icterus usually appears, occa¬ 
sionally accompanied by malaise, vomiting, and 
constipation, but usually without gastro-intestinal 
symptoms. There may be a slight rise in tempera¬ 
ture, though subnormal temperatures are often 
reported. The pulse is slightly accelerated. Severe 
abdominal pain may be complained of. Lumbago 
and muscular pain are common. There is often a 
debility similar to that of typhoid fever. This 
may go on to collapse. Cases are reported with 
ascites. While not a uniform finding, haemorrhagic 
symptoms are mentioned by .many. These are 
gingivitis, bloody vomit, melena, purpuric spots in 
the skin, and more rarely haemoptysis, haematuria, 
and metrorrhagia. There is often a haemorrhagic 
nephritis. Pregnant.women may abort. 

The second stage is very definite in onset, and 
is marked by a pronounced change for the worse 
in the general condition, rapid decrease in size of 
the liver, the occurrence of leucin and tyrosin in 
the urine, and especially by tHe appearance of 
nervous symptoms. Headache appears, or, if 


present before, becomes very intense. There may 
be pupillary disturbances and amblyopia. The 
patient may become depressed, or restlessness may 
supervene, during which there are insomnia, pain, 
convulsions, and delirium. The patient often 
screams and becomes very violent. Apart from 
the jaundice, the symptoms may closely resemble 
meningitis. Paralysis, such as squint, has been 
noted. In Fournier’s case there was haemiplegia. 
Dyspnoea may resemble the air hunger of Kussmaul. 
Constipation is persistent, and the dejecta are 
offensive. The patient finally dies in coma with 
complete relaxation of the sphincters. 

The liver is probably enlarged in the onset of 
all cases, though this is not always easily made 
out. In one third of the cases the liver is tender. 
After a variable period, reduction in size comes on 
suddenly with the severe symptoms, and heralds a 
rapidly fatal outcome. At necropsy the liver pre¬ 
sents the typical picture of acute yellow atrophy, 
often being reduced to one third its normal size. 
The more slowly progressing cases show areas of 
acute yellow atrophy interspersed among areas of 
red atrophy, the latter representing earlier destruc¬ 
tion. In some cases the entire liver is not affected, 
while in others not a single normal cell remains. 
Several writers have failed to demonstrate spiro¬ 
chetes in the liver. Buschke and Zernik injected 
the liver tissue into monkeys with negative results. 
The spleen is often enlarged. 

The urine is diminished in amount and highly 
coloured with bile pigment. Small amounts of 
albumin often occur with casts. In some cases 
the stools contain bile pigment; in others they are 
clay coloured. 

Unrecognised cases are invariably fatal. Accord¬ 
ing to Richter the course is somewhat longer than 
that of acute yellow atrophy from other causes, the 
average duration being 84 days. Many cases have 
ended fatally in less than two weeks. Precipitous 
cases are not uncommon. Bendig reported a case 
of rather mild icterus with indefinite prodromal 
symptoms for 3 days, followed by an exacerbation 
and death within 24 hours. Under early specific 
treatment, the course may be arrested or retarded. 

The older writers regarded the condition as 
always fatal. The prognosis, however, seems fairly 
good if the condition is recognised early and 
intensive specific treatment is begun. Several 
cases of recovery have been reported, even after 



August, 1917.] 


ICTERUS GRAVIS SYPHILITICUS. 


decrease in the size of the liver and the appearance 
of leucin and tyrosin in the urine. The condition 
should be diagnosed in the stage of enlargement. 
Purgation with calomel and intense mercurialisa^ 
tion, either by injection or inunction, are recom¬ 
mended. 

A man, set. 38 years, was admitted to hospital 
on December nth, 1915. He had been married 
14 years and was the father of 4 healthy living 
children. There were no miscarriages. A sore 
appeared on the penis in October, 6 weeks after a 
clandestine exposure. An eruption had appeared 
one week before admission. There was slight 
headache for a few days, distinctly worse at 
night. 

There were numerous syphilitic papules on the 
scalp. On the forehead, over the body, and on 
the upper portion of the extremities was a diffuse 
maculo-papular rash. On the corona of the penis 
was an indurated chancre. On the tip of the 
tongue there was an involuting mucous patch. 
The superficial lymphatic glands were all enlarged. 
The Wassermann reaction was positive. 

On December 14th, an intravenous injection of 
0*3 grm. of arsenobenzol was given, and was 
followed by a marked reaction, the temperature 
rising to 102*8° F. This, however, wa§ rapidly 
reduced on the following day. By December 17th, 
the .eruption had disappeared, and the primary 
sore was rapidly involuting. A second and third 
injection of 0*4 and o*6 grm., were given on 
December 20th and 27th respectively, from which 
there was no reaction. The rash disappeared, 
and he was discharged with instructions for mer¬ 
curial inunction. 

On April 22nd, 1916; he was not feeling well; 
he became tired easily; his appetite was failing. 
He had lost considerable weight, and noticed 
that his eyes and complexion were becoming 
rapidly yellow. He was readmitted on May 2nd 
intensely jaundiced. The liver was tender, and 
extended about 4 finger-breadths below the costal 
margin. The enlargement was smooth and fairly 
firm. The spleen wafc markedly enlarged and firm, 
extending about 3 finger-breadths below the costal 
margin. The stools were clay-coloured, the urine 
was tinged with bile pigment, and contained 
albumin and granular casts. 

The abrupt onset without gastro-intestinal sypm- 
ptoms, the enlargement of the spleen, the absence 
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of fever, the intensity of the jauryiice, and the 
rapid enlargement of the liver all pointed to 
syphilitic icterus gravis, rather than to simple 
catarrhal jaundice. Weight was given to this 
diagnosis by the associated nephritis. 

The patient was under observation for 6 days, 
during which time no treatment was given. During 
this period he became progressively worse, was 
losing weight at the rate of 1^ lb. a day, and a 
marked decrease in the size of the liver was noted 
from day to day. Calomel intramuscular injec¬ 
tions, i£ gr. and salines were given daily. The 
patient seemed somewhat improved after the first 
injection, the most marked effect of the mercury 
being a diminution in the amount of albumin 
and the number of casts in the urine. By 
May 15th the albumin had disappeared from the 
urine, the stools had become bile-pigmented, and 
the jaundice was rapidly clearing up. Inunctions 
of 6 gm. of mercury daily then replaced the 
calomel injections. On May 18th potassium iodide 
in increasing doses, beginning with 35 gr. thrice 
daily, was begun. The liver was still somewhat 
enlarged, but was no longer tender. On May 26th, 
he was discharged. He was but slightly jaun¬ 
diced ; the icterus was clearing up rapidly ; the 
liver was no longer palpable. The spleen had 
also receded to normal.— Journ. Amer. Med . Assoc., 
p. 1311. 


Painful Contracture of Fingers after Injury 
of Ulnar NerYe. —Neel has found only two cases 
on record similar to the two from his own practice 
which he describes in detail. The contraction 
was extreme only in the little finger and the one 
next to it, and the intense pains were restricted to 
the ulnar side of the hand. This entire region 
was also extremely tender. The thumb and fore¬ 
finger were normal. There was a history of trauma 
of the ulnar nerve in all, single in 3, and repeated 
occupational injury in the fourth. This latter 
patient improved progressively after a change to 
another occupation —Journ. Amer. Med. Assoc., 
p. 1952. 
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Attempted* Abortion in the Absence of 
Uterine Pregnancy. —A. Stein points out that 
attempted abortion in the absence of uterine preg¬ 
nancy is attended by even greater dangers than 
when pregnancy exists. A large number of cases 
can be found scattered through gynaecological 
periodicals. They form two groups. 

(1) Cases of attempted abortion in which preg¬ 
nancy does not exist. 

(2) Cases of attempted abortion in which the 
uterus is empty, but there exists an ectopic 
pregnancy. 

The dangerous character of attempts to induce 
the premature expulsion of the ovum in an 
erroneously assumed pregnancy is illustrated by a 
personal observation at the Harlem Hospital, New 
York. A 5-para, aet. 43 years, attributed a 
6 weeks’ retardation of menstruation to pregnancy. 
The introduction of an alum stick into the uterus 
was followed by a chill lasting one hour and fever. 
There were persistent vomiting for a day, hypo¬ 
gastric pains, and a bloody discharge. 

When first seen, 3 days after the attempt, the 
patient was in a serious condition with a tempera¬ 
ture of 102 0 F. and pulse about 120. The abdo¬ 
men was tender and somewhat distended. The 
uterus was slightly enlarged and extremely tender, 
especially at one portion of the anterior wall. 
There was nothing abnormal about the parametria 
and adnexa. Diagnosis: Infected incomplete 
abortion (?). The uterus was curetted. A small 
amount of tissue with a foetid odour was removed. 
The temperature rose that night to 105*6° F., and 
3 days later she died of general septic peritonitis. 
The necropsy showed no signs of pregnancy, 
either macroscopically or microscopically. 

Jung reports the case of . a married woman, 
aet. 32 years, with one child, aet. 8 years, and a 
history of instrumental delivery on account of a con¬ 
tracted pelvis, who feared she was pregnant again 
when a very scanty menstrual period appeared after 
illicit relations. On account of the husband's 
impotence there had been no connubial inter¬ 
course for several months. She sought the aid 
of the family physician. In consideration of her 
difficult labour and for other reasons he was said 
to have consented to an interruption of her 
supposed pregnancy. Intrauterine injections were 
not followed by the desired menstrual flow, but 
by a severe febrile illness lasting several weeks 


until the patient came to hospital with left para¬ 
metritis. 

The uterus was encased laterally and behind 
in masses of thickened exudate. The fundus 
barely enlarged could be palpated through the 
anterior vaginal vault. There was no rise of 
temperature.. The treatment consisted in rest 
in bed followed by measures calculated to abort 
the exudate which at the time of her discharge 
from the hospital some weeks later had nearly 
disappeared. 

Both the morbidity and the mortality are high 
after attempted criminal abortion when the uterus 
is empty. In all of 16 cases collected by Percheval 
in France there were more or less serious sequelae* 
and 6 young women died. The principal cause of 
death is infection leading to peritonitis. The 
results are apt to be grave for a number of reasons. 
The more or less dangerous manoeuvres are per¬ 
sisted in because of the vain hope of expulsion 
of the product of conception. Inefficient in¬ 
trauterine injections are followed by others more 
copious or concentrated but equally inefficient. 
Becoming desperate the woman tries to introduce 
some instrument, such as a catheter, hairpin, or 
knitting needle into the uterus, usually without the 
slightest precaution and in ignorance of anatomy. 
The natural results are more or less serious lesions 
of the passages from the vagina to the fundus 
uteri. From the damaged surfaces the toxic solu¬ 
tions used in the injections often become absorbed* 
resulting in mercurial and other poisoning. The 
absence of the ovum is an important cause of 
trouble. The uterine wall itself is directly damaged 
and infected, whereas in abortion, as a rule, the 
part to become first infected is the ovum, in which 
.the infection may become localised so that it dis¬ 
appears with the ovum. Perforation of the empty 
uterus or vagina is far from uncommon. In¬ 
fectious peritonitis is the most common cause of 
death. The formation of periuterine haematocle 
and rectovaginal fistula has also been reported. 

A case of this kind was reported by Nystrom 
in 1901 from the Gynaecological Clinic in Helsing¬ 
fors. A young woman who had been delivered of 
a child 3 months previously, erroneously believed 
herself to be again pregnant. She attempted to 
induce abortion by pushing a blunt irrigating tube 
into the uterus. This caused profuse haemorrhage 
I from a rupture in the deeper portion of the vagina. 
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The wound was sutured, and a good recovery 
followed. 

In a remarkable case reported by Markovicz, 
a rubber catheter, 30 cm. long, was extracted from 
the paravaginal tissue nearly 4 months after it 
had been inserted for the purpose of inducing an 
abortion by a multipara of 42 years, whose fear of 
pregnancy was groundless. 

Jung observed a woman set. 22 years, who had 
not menstruated since the birth of her last child, 
4 months previously. In the unfounded fear of 
another pregnancy she injected a soap solution 
into the uterus, using an ordinary syringe with 
a long rubber nozzle. Instead of entering the 
cervix the nozzle entered the bladder, and per¬ 
forated the vesical wall. She died of sepsis, and 
the necropsy showed a perforation leading into an 
abscess cavity between the bladder and the sym¬ 
physis. This cavity extended on both sides along 
the external pelvic wall, to the lower pole of the 
two kidneys, communicating also with the caecum. 
The uterus was free from macroscopic or micro¬ 
scopic changes indicative of pregnancy. 

In PerchevaPs collection, a woman, set. 26 years, 
after waiting 33 days in vain for the appearance of 
the menstrual flow, gave herself several intrauterine 
injections of a 1 per cent, bichloride solution. 
According to her own* statement about 10 litres 
were injected. Violent pains supervened, and she 
was sent to hospital with all the symptoms of 
mercurial poisoning. She died next day. The 
necropsy showed a small soft empty uterus with a 
normal mucosa. 

(2) In the early weeks of ectopic pregnancy 
abortifacient measures are dangerous, as they are 
apt to lead to rupture of the membranes, resulting 
in death from haemorrhage or infection. Hirsch, 
in 1912, reported 4 cases of ectopic pregnancy 
interrupted by abortifacient procedures on the 
part of the women, all of whom recovered. One 
patient, a 3-para, aet. 27 years, had submitted to 
intrauterine irrigations by a professional abortionist. 
About 3 weeks later a very painful, freely movable 
tumour of the right adnexa, of the size of an 
apple, was found. The uterus itself was not en¬ 
larged. At the end of another week a profuse 
haemorrhage called for immediate operation; the 
right tube was found swollen and adherent to its 
surroundings. In loosening the adhesions an 
embryo of 2*5 cm. came into view. 


In a similar case, in which the patient admitted 
having given herself an injection into the uterus 
some days previously, an operation was performed 
under the diagnosis of hsematosalpinx and tubal 
abortion. The right tube showed a hydrosalpinx 
of the size of a thumb, and the left tube contained 
an embryo 07 cm. in length. 

At a meeting of the Berlin Gynaecological and 
Obstretical Society, 1908, Mainzer reported a case 
in which operation showed tubal pregnancy on one 
side, while the broad ligament on the other side 
contained a haematoma which had been produced 
by injury with a knitting needle. 

Falgowski reported the case of a woman who, 
believing that she was pregnant, introduced a 
pointed lead pencil into the uterus. Symptoms of 
peritoneal irritation followed in the form of fever 
and intestinal obstruction. Under the diagnosis 
of ruptured tubal pregnancy, laparotomy was per¬ 
formed and the pregnant tube was removed. A 
perforation of the uterine wall was discovered 
posteriorly near the fundus. She recovered. 

Perchevars collection includes the case of a 
primipara, aet. 26 years, who, about a fortnight 
after submitting to criminal manipulations, was 
seized with severe pain in the right iliac fossa 
and syncope. Examination led to the diagnosis 
of ruptured tubal pregnancy and intraperitoneal 
haemorrhage. * Laparotomy was performed, and 
showed a rupture of the right Fallopian tube in 
its ampullary portion. The ovum, which pre¬ 
sented itself in the rupture, just about to burst, 
contained an embryo of about 6 weeks. 

Peralta Ramos in Buenos Ayres observed a 
wopian, aet. 32 years, who after 7 normal births 
had her uterus catheterised by a midwife on three 
occasions, after missing the first, second, and 
third periods. The last intervention was followed 
by pain in the lower abdomen with discharge of 
blood and shreds. A week later she was admitted 
to hospital with symptoms of peritonitis, and after 
another week an irregular tumour became demon¬ 
strable in the left iliac fossa. Laparotomy was 
performed, and showed an encapsulated cavity 
from which pus and purulent blood clots escaped. 
Although no foetus was found a placenta adjacent 
to the left tube was discovered and removed. She 
recovered. In a similar case, however, observed 
by Jung, death occurred from septic peritonitis 
and general sepsis, following curettage for incom- 
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plete criminal abortion. The necropsy showed a 
right tubal pregnancy. 

According to Hammer, 13 cases of attempted 
criminal abortion in ectopic pregnancy had been 
reported up to 1914, to which he adds 3 personal 
cases all concerning abortions of the first two 
months. In two cases mechanical intervention 
had been adopted, while one patient had taken a 
so-called menstruation powder to bring on the 
flow. 

A case of attempted abortion by means of 
medicinal agents (quinine, hydrastinin, and ergotin) 
in the presence of extrauterine pregnancy was 
reported by Rosenstein at a meeting of the Breslau 
Gynaecological Society, in 1913. A 5-para, aet. 
31 years* recovered after the removal of the enlarged 
right tube, which was found to contain a blood 
clot with a central cavity of the size of a pigeon's 
egg, lined with amnion. 

The coincidence of extrauterine pregnancy and 
attempted abortion has thus been shown to be 
far from uncommon. It is due to illegal pro¬ 
cedures soon after a missed period, rarely later 
than the second missed period. At this time the 
ectopic gestation is still undiscovered, but tubal 
rupture or tubal abortion usually follows' more or 
less promptly after the interference, and the prac¬ 
titioner first sees the patient with a clinical picture 
equally suggestive of pyosalpinx and of inter¬ 
rupted ectopic pregnancy. The swelling of the 
adnexa is likely to be interpreted as due to the 
manipulations.— Amer.Journ. of Obst ., p. 644. 


The Diagnosis of Melanotic Sarcoma by 
the Effusion. —C. C. W. Judd calls attention 
to the diagnostic characters of the effusion in 
melanotic sarcoma. In two cases these were 
present at a time when the usual signs— 
melanuria, characteristic pigmentation of the 
skin, or suspicious tumour of the skin or choroid 
—were absent. 

Macroscopically the fluids in the two cases were 
almost identical in appearance. When agitated 
they were quite opaque, even in thin layers when 
viewed by transmitted light. On sedimenting a 
dense dark brick-dust layer formed at the bottom, 
while the supernatant fluid, though intensely 
pigmented, was clear and dark reddish-brown. 
The surface layer was slightly iridescent, with a 
predominant greenish tone. The foam, obtained 
by shaking, had a tendency to a pinkish hue in 
Case 1 and a dirty olive green in Case 2. When 
the light fell directly upon the fluids, even in thin 
layers, they appeared almost black so intense was 
the pigmentation. Here, too, a slight difference 
was noted, that in Case 1 being of a slightly 
reddish and in Case 2 of a greenish tinge. They 
appeared not unlike crude petroleum with their 
deceptive play of iridescent colours. In very 
thin layers viewed by direct light the fluids were 
reddish to greenish-yellow. 

The supernatant fluid when tested with ferric 
chloride showed no reaction for melanogen, but 
on the addition of bromine water a yellow cheesy 
precipitate was formed. This became much 
darker on standing, and finally almost black, 
indicating that the transformation from melanogen 
to melanin had been complete in vivo . Tests for 
bile pigments were negative. 

The sediment contained not only red blood 
corpuscles, epithelial cells, and numerous leuco¬ 
cytes, but also many tumour cells, which showed 
the typical pigmented granules of melanoma. 
These cells were round or oval for the most part, 
occasionally polygonal; the round or oval nucleus 
was usually centrally placed, frequently showed 
mitosis, and occasionally was extruded from the 
cell; often the nucleus was completely hidden by 
the closely packed brown granules; the granules 
were coarse, irregular in shape and size, and 
intensely brown When stained the entire cell 
was basophilic, the granules intensely so. The 
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separate granules were apparently bound together cough, expectoration, and haemoptysis ceased, 
by a delicate basophilic reticulum. On February 13th paracentesis was done for the 

Case i. —A spinster, aet. 40 years, was seen, relief of pressure symptoms. The pleura at the 
Her illness began on May 1st, 1914, with loss sixth interspace in the midaxillary line resisted 
of weight, appetite, and energy, soon followed by | the introduction of the needle. Twenty-four oz. 
haemoptysis. After the initial haemoptysis blood J of coffee-coloured fluid were removed Rapid 
was expectorated daily. Examination on May j re-accumulation necessitated aspiration at about 
15th showed impairment of resonance at both j 5-day intervals. Fluid obtained on February 24th 
apices, slight prolongation of expiration above the j was the first which reached the writer, and showed 
clavicles, slight interrupted breathing at the left j the characters described above. Melanoma was 
apex, numerous fine rales elicited only after cough j diagnosed. At the site of the first puncture a 
above the second rib on both sides in front and metastatic pigmented growth developed within a 
above the spine of the scapula on the left and few weeks. Fever began on the day following 
a little lower than this on the right behind, this aspiration and continued until the end. 
and “abnormal” transmission of whispered voice J The decline was rapid and death occurred on 
sounds over the dorsal vertebne. Early tuber- j April 6th. 

culosis involving both apices and the mediastinal 1 Necropsy. —The left pleural cavity contained a 

glands was diagnosed. large quantity of bloody fluid. The hylus of the 

The patient was admitted to a sanatorium. Her j left lung was almost replaced by a friable, partially 
temperature seemed to corroborate the diagnosis necrotic, brown mass invading the parenchyma of 
of tuberculosis. She improved in every way, the left lung and the visceral pleura Histological 
except that she continued to expectorate sputum section showed the typical structure and pigmented 
streaked with blood for 9 months. The adventi- cells of melanoma. 

tious sounds in the chest largely disappeared, the Case 2. —A man, aet. 34 years, was admitted 
rales being practically confined to the right apex, to hospital on April 5th, 1916, complaining of 
The sputum was repeatedly examined but never swelling of the abdomen. His illness began 
showed any tubercle bacilli, or any cells suggestive 8 months ago with gradual abdominal enlarge- 
of malignant disease. In December a skiagram ment. Four, months ago he bega^ to feel 
revealed slight clouding of the apices. The intermittent pain in the lower left quadrant, 
descending arch of the aorta showed a conspicuous j which was increased on standing and walking or 
shadow and the mediastinal shadow was slightly | on eating or drinking. 

broadened. From the root of the left lung, j He was a marked brunette and well-nourished, 
extending downward and blending intimately with » The skin was dark and slightly sallow. The 
the shadow of the heart, was an intense clouding, abdominal distension gave rise to shallow respira- 
showing areas through which the light was more tions, decreased vocal fremitus at the bases, with 
readily transmitted. She had gained 8 lb. and | impairment of the percussion note over the same 
was a little heavier than her usual weight when in I and diminished breath sounds. The abdomen 
good health. 1 was markedly distehded, symmetrical, and dome- 

On January 6th, 1915, she felt a slight pain on j shaped. The epigastric veins were very dilated, 
the left side and a few days later a gurgle within J Numerous striae covered the entire abdomen, 
the chest. Ten days later there was dulness at Dulness, which did not alter with posture, ex- 
the left base with Skodaic resonance above, tended over the entire abdomen except for a 
Hydropneumothorax was diagnosed which was small area in the lower left quadrant. The urine 
confirmed by the X rays. Exploratory puncture contained a trace of albumin and numerous hyaline 
showed the. effusion to be “ bloody.” Three and granular casts. 

laboratories reported the fluid to be sterile, Paracentesis yielded about 3 litres of coffee- 
without tubercle bacilli and with absence of malig- coloured fluid containing numerous melanoma 
nant cells. Guinea-pigs 6 weeks after inocula- cells and a few eosinophiles and epithelial cells, 
tion showed no evidence of disease. Following i Two days after paracentesis the skin showed 
the development of the hsemopneumothorax, numerous small dark moles. Over the right 
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posterior-superior spine of the ilium was an 
absolutely black mole, of the size of a split pea, 
slightly elevated. In the upper right quadrant 
of the abdomen a small, firm, indefinite mass was 
felt which was apparently attached to the parietal 
wall. As the patient was relieved he insisted upon 
leaving hospital.— Amer. fourn. of Med. Sri., p. 717. 


A Simple Method of Inducing Anaesthesia 
for Minor Operations. —Milon describes a simple 
method of inducing general anaesthesia by ethyl 
chloride which he has found of much value in 
minor operations of short duration. No assistant 
is necessary and an inhaler is not required. Two 
small plugs of absorbent cotton wool are prepared, 

3 or 4 cm. long and of the thickness of the little 
finger, capable of insertion in the nostrils to a 
depth of 1 cm. The extremity of each is sprayed 
with chloride of ethyl and introduced gently one 
into each nostril, the rest of the tampon projecting 
externally. The patient is then told to breathe 
deeply and quietly. He should be warned that, 
some of the ethyl chloride may run back into the 
throat from compression of the plugs during inser¬ 
tion. He may be either sitting or lying as maybe 
most convenient for the surgeon. After about a 
minute or a minute and a half crystals of ethyl 
chloride may be seen on the skin or hairs at the 
entrance of the nostrils. The patient’s impressions j 
are then vague and confused. Within another i 
half minute he replies'only in brief monosyllables ; \ 
the operation may now be performed, all prepara¬ 
tion having been made in advance. Should it be 
necessary to prolong the anaesthesia a little chloride 
of ethyl may be sprayed on the external portions of 
the plugs. The condition obtained is rather 
analgesia than anaesthesia, and patients who seem 
not to be influenced by the drug may be conscious 
of what is done, but feel no pain. A colleague 
who had several large boils punctured by the 
thermo-cautery observed the dulling of sensation 
after the first few inspirations. The operation was 
entirely painless, although he knew precisely what 
was done. Muscular relaxation is not obtained, 
but defensive contraction is not produced. No 
vaso-motor changes such as pallor or congestion of 
the face are observed, and the writer has never 
seen the least irritation or excoriation of the nasal 


mucous membrane from contact with the chloride 
oi ethyl. ^ 

The duration of anaesthesia may be divided into 
two periods. During the firsts lasting about two 
minutes, there is complete insensibility^ to pain, 
followed by a further 30 to 60 seconds, during 
which sensibility is diminished by about one-half. 
There is thus effective analgesia during a period 
of 2 to 3 minutes, which may be prolonged, if 
necessary, by spraying more ethyl chloride on the 
nasal plugs. After this the patient simply returns 
to consciousuess, gets up, talks, and often has food, 
without vertigo, nausea, or any inconvenience. 
The quantity of ethyl chloride used is small. The 
amount consumed in 10 consecutive operations 
was 26 grm. by weight, an average of 2*6 grm. per 
operation. 

The operations comprised incision of an anal 
fistula, suppurating inguinal glands, the setting of 
two fractures of the leg and one of the forearm, 
reduction of a dislocation of the shoulder, removal 
of the nail of the great toe, and opening with 
the thermo cautery of a large axillary abscess and 
of large boils on arm and leg. The method 
had also been successfully used for extraction of 
teeth, removal of superficial foreign bodies, and 
incision of small abscesses. It is suitable for all 
short operations requiring a general anaesthetic and 
for those in which local anaesthesia by chloride of 
ethyl is usually employed, especially when its in¬ 
flammability is an objection, as in those requiring 
the thermo-cautery. It is also useful for painful 
dressings or methods of examination, and might 
probably be used in such obstetric operations as 
the application of forceps at the vulva or suture 
of the perineum. 

In only one class of patient does it entirely fail 
—in those who, from nervousness or other causes 
contract their muscles and refuse to inhale the 
vapour and those who groan and expire instead of 
inspiring. In such cases anaesthesia is not pro¬ 
duced and crystallisation on the nostril does not 
occur .—Journ . des Praticiens , p. 262. 



THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE AND CLINICAL REVIEW. 


L‘ No. 1270. SEPTEMBER, 1917. Vol. XLVI. No. 9. 


CONTENTS. 

P A <• R 

A Series of Cases of Flat Rickety 
Pelves Treated on One Day in the 
Glasgow Royal Maternity and 
Women’s Hospital. By Robert 
Jardine, M.D., etc. ... 211 

The Occasional Association of Herpes 
Zoster with a Generalised Eruption 
and with Muscular Paralysis. By F. 

Parkes Weber, M.A., M.D., F.R.C.P. 217 

The Diagnosis of Pyloric Obstruction. 

By A. Ernest Maylard, B.S., M.B. 

Lond., F.R.S.Edin.225 

Two Cases of Hernia. By Rushton 
Parker, M.B., B.S., F.R.C.S. ... 228 

Reviews . . 229 

ALL RftlHIS RHSRRPRD, 


Editorial correspondence should be addressed to 
the Editor , 1 8 , Brownswood Park , London , N. 4 ; 
business communications to the Publishers , 23, 
Bartholomew Close , London , E.C. 1. Telephone , 
City 956. 

Subscription , including postage, payable by cheque, 
postal or banker's order (in advance): for the 
United Kingdom, 15 s. (id. per annum; abroad, 
ijs. 6 d. 


A SERIES OF CASES OF FLAT RICKETY 
PELVES TREATED ON ONE DAY IN 
THE GLASGOW ROYAL MATERNITY 
AND WOMEN’S HOSPITAL* 

By ROBERT JARDINE, M.D., etc. 

Professor of Midwifery, St. Mungo’s College ; Obstetric 
Physician, Glasgow Royal Maternity and 
Women’s Hospital. 


Between 6 a.m. and 2 p.m. to-day we have 
admitted 5 cases of contracted pelves in labour. 
1 Three of the cases have been delivered, and 2 are 
' to be dealt with just now, but before going on 
, with them I shall tell you about the ones already 
I disposed of. 

! Case i. —Mrs. S—, aet. 28 years, 2-para. In 
1 1916 this patient was sent to a hospital in a 
I neighbouring town for a Caesarean section, but 
| it was decided to do craniotomy. During the 
j present pregnancy she attended the ante-natal 
| dispensary here* and Dr. Martin advised her to 
I come for Caesarean section a few days before term. 
Her diagonal conjugate is about 3 in., making a 
true conjugate of not more than 2£ in. In 
estimating the true conjugate you have to subtract 
£ in. in a normal and f in. in a contracted pelvis. 
In this case the diagonal conjugate is slightly over 
3 in., so I have estimated the true as not more 
than 2^ in. The labour was not due for at least two 
weeks. A few days before admission the patient 
had an influenzal attack with a temperature of 
103° F. About 8 p.m: on May 29th labour pains 
began and shortly afterwards the waters broke. 
The patient was sent in a motor to the hospital 
from her home about 20 miles away. The pains 
were very strong while she was coming, and when 


* Lecture delivered at the Glasgow Royal Maternity 
and Women’s Hospital. 
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she reached the hospital the head was found to 
be well down, and the child was born shortly after 
admission. It weighed 4$ lb. It was very feeble 
and died in ij hours. The pressure it had been 
subjected to during labour was too great for it. 
Judging from its appearance and size it was much 
more premature than the woman had estimated. 

It is impossible for an ordinary-sized child to 
be bom alive through this pelvis by natural efforts, 
or even with forceps, but a very small child could | 
be born by natural efforts as this one was, but 
you see the great pressure it was subjected to 
caused its death. If the woman had arrived in 
the hospital some hours earlier I might have 
done Caesarean section, but if I had found the 
head was so very small that it would pass the | 
brim I would have delivered with forceps. If j 
the child had been delivered by section soon | 
after the membranes had ruptured, probably it 
would have survived, and even delivery by forceps 
early in the second stage of labour might have 
saved it. 

This case illustrates a very important point, viz. 
that the size of the head relative to the size of 
the pelvis should always be taken into considera¬ 
tion. To say that because a pelvis has a conjugate j 
of say 2f in. Caesarean section is necessary may 
be quite wrong, because, if the head is small and 
of the right shape it may come through even by 
natural efforts, or with the use of forceps. I think 
I shall be able to illustrate this in one of the cases 
we are to deal with. 

Case 2.—Mrs. M—, aet. 29 years, 3-para. In 
July, 1914, the first child was born spontaneously, 
but only lived one day. The second was delivered 
with instruments, still-born, in December, 1915. 
The patient was advised to come for induction 
before full time, but she did not do so. On 
admission on May 30th, the membranes were 
found to be ruptured and the os partially dilated. 
The diagonal conjugate was 4 in., making the 
true conjugate 3J in. The head was above the 
brim lying transversely with the anterior parietal 
bone presenting. I estimated that the head would 
probably come through, so I decided not to do 
a section. Shortly after noon I found the head 
was through the brim, and I finished the delivery 
with forceps. The patient would have delivered 
herself, but I thought it best to shorten the labour 
in the interest of the child, as it had been under 


pressure for a considerable time. The chilci 
weighed 7 lb., and it is quite well. 

Case 3.—Mrs. R—, aet. ^7 years, 2-para. The 
first pregnancy had ended in an abortion at the 
second month about a year ago. The labour had 
begun about two days before admission. An 
attempt had been made to deliver with forceps,, 
at her own house, but this had been unsuccessful. 
When she was admitted the cord was found to 
be prolapsed and quite pulseless. A loop of it 
projected from the vulva. The diagonal conjugate 
was 3^ in., giving a true conjugate of 2\ in. It 
was quite evident that craniotomy was the proper 
treatment, and this was.done with the combined 
instrument. The child, minus the brains, weighed 
8 lb. ' 

Case 4.—Mrs. J —, aet. 29 years, i-para. This 
patient was in labour for 24 hours before admission. 
The membranes were unruptured. There was a 
nasty vaginal discharge, and the external genitals 
were in a very sodden septic condition. The 
I diagonal conjugate was 3! in., giving a true 
| conjugate of 3 in. The head of the child was 
quite free above the brim, lying transversely. The 
case was not a very suitable one for Caesarean 
section on account of the septic condition of the 
vagina and external parts, so I decided to deliver 
through the natural passages. 

When the os was fully dilated, I ruptured the 
membranes. The head was lying transversely, 
and it seemed to be engaging with the anterior 
parietal bone in advance. As she has now been 
in the second stage of labour for some hours, and 
the head has advanced somewhat we are going 
to deliver her. On examination, I find the anterior 
parietal bone is well down, and the sagittal suture 
lies across the pelvis near the promontory. The 
forceps I use is Milne Murray’s axis traction 
ones. Dr. Thomas is going to apply them with 
the patient in the lithotomy position. The 
method of applying them which I use is to hold 
the left handle lightly grasped in my left hand, 
and to use the fingers of my right hand in the 
vagina with the tips of the fingers inside of the 
cervix to guide the blade into position. The tip 
of the blade passes up the left postero-lateral 
wall of the pelvis, and when the handle is 
depressed the blade slips into position. The 
right handle is now held lightly in the right hand 
with the traction rod swung forwards, and the 
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left hand is placed in the vagina to act as a 
guide. The tip of the blade is guided up the 
right postero lateral wall of the pelvis, and the 
handle is depressed to bring the blade in position 
so that the instrument may be locked. The 
right-traction rod is now drawn back into position, i 
and the fixation screw is adjusted so as to hold 
the handles in the position into which you bring 
them with your hand. If the handles do not 

come close together do not screw them together, 

but just fix them with the screw. The traction 
rods are now locked, and the cross-bar handle j 
applied. Dr. Thomas will now make traction I 

with the patient in the hanging-leg position, j 
which will increase the true conjugate at least j 
one-third of an inch, and to enable him , 
to do so he must sit on the floor. As he * 

pulls you will notice he keeps the traction 1 

rods parallel and close to the shanks. You will | 
see that the forceps are coming down, but this 
, may not mean that the head is advancing as the 
blades may be slipping. With my finger in the 
vagina I can feel that the head is coming down 
a little. We will now stop the traction for a 
little and relax the fixation screw. In making 
traction in these cases you must be careful to 
stop pulling when the head has passed the brim, 
otherwise, you may pull the child out suddenly, 
as the outlet is enlarged and there is little 
resistance. I now screw up the fixation screw, [ 
and Dr. Thomas makes traction again. You will j 
notice the head is advancing and the handles are i 
coming forwards. The head has now passed the 
brim, so we bend the legs up, and Dr. Thomas 
resumes traction standing up. The head is 
beginning to rotate so we take off the forceps j 
and by pressure from above I can expel the head. | 
You will notice how it rotates until the occiput j 
comes under the symphysis pubis. It passed the 
brim in^ the transverse, and the posterior side of ! 
the head shows where the promontory pressed 
against. In some cases we have a distinct spoon¬ 
shaped depression, and in others a marked ! 
indentation of the frontal bone. The foetal heart ; 
is beating strongly, but artificial respiration will 
be necessary. The air passages are first thoroughly 
cleared, and the body is placed in a warm bath. 
The chest is compressed by bending up the body. 

It is now beginning to gasp occasionally. A little 
whisky is rubbed on the gums and over the chest, 


and we now take the child out of the bath and 
rub it smartly with a warm towel. The limpness 
has passed off, and it is beginning to draw up its 
legs. It is opening its eyes and beginning to cry, 
so we can hand it over to the nurses. 

We return to the mother whose uterus has been 
controlled and massaged gently by the nurse, and 
we find that the placenta has separated. It is 
expelled by supra-pubic pressure, and examined to 
see that it and the membranes are complete. The 
perineum you will see has given way superficially, 
but there is very little tearing of the body of it. 
A douche is given and 3 silk-worm sutures close 
the rent completely. There has been no great 
bleeding and the condition of the patient is very 
good. The child weighs 7 lb. 

In an anterior parietal presentation in a flat 
pelvis, the head first dips a little and brings the 
anterior fontanelle on a level with the posterior 
one, the head then slips towards its occipital end 
so that the bitemporal diameter comes to lie in the 
conjugate diameter of the pelvis instead of the 
biparietal (Fig. 1). This is due to the wedge shape 
of the head as the temporal diameter is at least £ in. 
shorter than the biparietal. This is a very distinct 
gain, and it allows the head to pass much more 
easily. The anterior side of the head is now 
driven down into the cavity of the pelvis behind the 
symphysis pubis until it gets as far as it can go 
when it becomes pivoted behind the symphysis. 
The sagittal suture will now be found to lie across 
the pelvis near the promontory (Fig. 2). The pos¬ 
terior side of the head is now driven down past the 
promontory and the sagittal sutures comes forward 
to about the centre of the pelvis, and, when the 
posterior side of the head has passed the promon¬ 
tory, the obstruction is overcome. *The head then 
rapidly passes down and a certain amount of flexion 



Fig. 1—Anterior parietal presentation from below. 
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occurs, and when it reaches the pelvic floor the 
occiput is thrown forwards under the symphysis 
pubis and the head is born by bending round 
under the symphysis pubis, /. e . by extension. 
When you use forceps in such a case you carry 
out the mechanism of labour by rotating the head 
round its pivot on the symphysis pubis. 

In a posterior parietal presentation the posterior 
side of the head comes down first, and it gets pivoted 
on the promontory (Fig. 3). In such a case you 
can see that the forceps will not carry out. the 
mechanism of labour as you cannot swing the head 
backwards (Fig. 4). In a posterior parietal presen¬ 
tation unless you can change the position of the 
head into an anterior parietal one you will probably 
fail to deliver the child alive, unless it is very 
small. The best treatment in such a case is to do 
version, provided the uterus is not too much 
retracted. 

A glance at these rough drawings will show that 
in the anterior parietal position the forceps will 
carry out the mechanism of labour, but not in the 
posterior parietal position. 

Case 5.— Mrs. S—, aet 25 years, 4-para. The 
first labour had been instrumental in a cottage 
hospital in the country and the child had been still 
born ; the second labour had ended spontaneously 
in the hospital here with a live child; the third 
the same two or three weeks before full time. The 
present labour had commenced two days before 
admission, and the cord had prolapsed. The 
diagonal conjugate is between 3^and 3f in., so the 
true conjugate is about 3 in. You can see the 
loop of cord protruding from the vulva. Crani¬ 
otomy is the proper treatment. 

The loop of cord is in the way so we get rid of 
it by cutting it off. Before you cut away anything 
which protrudes from the vulva, make quite sure 
that it is not the woman’s small intestine which 
has prolapsed through a ruptured vagina. Such 
a mistake has been made. We now thoroughly 
cleanse the vagina by douching and swabbing it, 
and then Dr. Thomas perforates the head. We 
use Simpson's perforator. It is passed in along 
the palm of the hand, and the point of it is pushed 
into the scalp, and then through the bone which 
is presenting. The head is steadied and held in 
position by an assistant pressing it into the pelvic 
brim. Some advise that the perforation should 
always be made through a bone and never through 



Fig. 2.—Anterior parietal presentation with front side . 
of head well down. 



Fig. 3.—Posterior parietal presentation from below. 



Fig. 4.—Posterior parietal presentation with back side 
of head well down. 

a suture or a fontanelle, but it really does not 
matter. Perforate through the most easily.reached 
part, about the centre of the pelvis. You will 
notice that there is some difficulty in forcing the 
instrument through the bone, but by giving it a 
slight rotary movement it goes through up to the 
shoulder. You must be careful that it does not 
slip. The instrument is now opened transversely 
in the pelvis, and then closed and turned at right 
angles, and again opened to enlarge the opening. 
It is now closed and pushed on into the base of 
the brain to break it up. This is very necessary 
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if the child is alive, as you wish to destroy it as 
quickly as possible. It is well to remove the 
broken-up brain, and this can be done with a 
crotchet, but we wash it out with a Bozeman’s 
intrauterine nozzle. The next step in the opera 
tion is to crush the head, and for this we use my 
combined instrument. It consists of a centre 
portion and two side blades. The centre portion 
has a screw at the end, and this is pushed through 
the opening in the skull until it reaches the base , 
near the foramen magnum, and it is screwed into 
the bone until it becomes fixed. The left blade is 
now passed behind the centre portion in the same 
way as you saw the left blade of the forceps applied. 

It is locked, and the screw arrangement at the end 
of the handles is adjusted and screwed up until 
the hinged shoulder-piece on the centre portion 
can be locked on the stud on the left blade. 
While this screwing together of the two blades is 
being done, I pass my fingers into the vagina, to 
prevent loose tissue of the cervix or vagina being 
nipped. The right blade is now passed in front 
of the other two, and it is swung into position and 
locked. As the blades are straight they are a little 
more difficult to apply than the forceps blades. 
You will notice that the handle of this blade is 
several inches from the centre portion (Fig. 5). 

It is the one which does most of-the crushing of 
the head. The screw arrangement is swung round 
and the handle is screwed in close to the centre 
one, until the hinged shoulder will lock on its stud. 
The soft parts are kept out of the way to prevent 
them being nipped. The head has now been 
crushed, and you can feel it through the abdo¬ 
minal wall projecting forwards. It has been 
crushed from side to side as regards the pelvis, 
and the crushing has increased the diameter of the 
head, which lies in the conjugate, so manifestly, 
when traction is made, it would be a mistake to 
make it with the head in this position. The in 
strument is straight, and before making traction 
you rotate it, so that the blades lie in the conjugate. 
Very often the head rotates while it is being 
crushed, but it has not done so in this case (Fig. 6). 
This brings the crushed diameter of the head into 
the smallest diameter of the pelvis, and the elon¬ 
gated diameter of the head into the long transverse 
diameter of the pelvis. Traction is now made 
pulling as far back as possible. If there are any 
spicules of bones projecting beyond the scalp, you 



Fig. 5. —The first blade applied and locked; the second 
blade also applied, but it has not been screwed up. 



Fig. 6. —Instrument fullv applied and locked. The 
crushed head has partially rotated, but it must be 
further rotated when traction is made so as to bring 
it through the brim with the blades in the conjugate. 


must guard them . from tearing the vagina ; but 
with this instrument there is very little risk of 
that. The crushed head is now beginning to 
bulge the perineum, and you will notice that the 
head is gradually rotating, so that the blades of 
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the instrument lie at the sides of the pelvis as the 
delivery is finishing (Fig. 7). You will notice how 
effectually the head has been crushed even to the 
base. If the centre portion has been screwed into 
the base so as to fix it, the side blades must grasp 
the head right down to the base, and the instru¬ 
ment cannot slip. As I take the instrument off 
you can see what a powerful grip of the head the 
blades have taken (Fig. 8). 

The patient is in a very good condition, and the 
perineum has not been torn. The child weighs 
6 lb., minus the brains. It is 2 lb. lighter than in 
Case 3. In Case 3 the operation was done in 
exactly the same way, and the delivery was not any 
more difficult. 

These cases were all treated on May 30th, and 
and on June 3rd a case of a posterior parietal 
presentation came in, so I add notes of it. 

G. McC—, aet. 24 years, 2-para. The first preg¬ 
nancy had ended in an abortion at the fourth 
month. The patient was admitted with a pro¬ 
lapsed cord through a partially dilated os. The 
cord was pulsating strongly. The diagonal con¬ 
jugate was 3I in., giving a true conjugate of 3 in. 
Dr. Thomas replaced the cord, but it would not 
stay up, and as it was prolapsed at the side of the 
pelvis where it was free from pressure it was left 
alone. When the os was fully dilated, I found 
the cord was still strongly pulsating. The head 
was presenting with the posterior parietal bone 
well down, and the sagittal suture near the pubic 
symphysis (Figs. 3 and 4). As there was no indi¬ 
cation of the formation of the retraction ring, I 
performed version. Firm supra-pubic pressure was 
kept up on the head, and the arms were easily 
released. The aftercoming head was delivered 
without much difficulty, with only a superficial 
tear in the perineum. It took some time to 
resuscitate the child, but it came round all right. 
It weighed lb. 

If I had used forceps in this case I am quite 
convinced that the child would have been lost. 
In some cases you can alter the position into an 
anterior parietal one, but when the head is well 
moulded you cannot do this. In such a case 
version is preferable, provided the uterus is not too 
much retracted. 

In every one of these cases, with the exception 
of Case 2, I would have done Caesarean section, if 
if I had got them in time. 



Fig. 7. —Final stage of delivery. The head has rotated 
into its old position so that the blades are in the 
transverse. 



Fig. 8 .—After delivery. In this case both clavicles were 
divided to lessen the size of the shoulders. 
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THE OCCASIONAL ASSOCIATION 
OF HERPES ZOSTER WITH A 
GENERALISED ERUPTION 
AND WITH MUSCULAR 
PARALYSIS. 

By F. PARKES WEBER, M.A., M.D., 
F.R.C.P., 

London. 

The consideration of the generalised eruption and 
the paralyses occasionally^ associated with herpes 
zoster involves the whole question of the aetiology 
of herpes zoster. For a fuller bibliography of the 
subject I must refer the reader to my paper in the 
‘International Clinics,’ 1916, 26th series, vol. iii, pp. 
185-202, of which the present one may be regarded 
as a new edition. Before entering on this dis¬ 
cussion I will give an account of 3 recent cases, 
which I have described in the ‘ British Journal of 
Dermatology’ (November, 1915, and the first 
quarterly part of 1916). 

Case i. —Herpes zoster associated with a general¬ 
ised varicella-like eruption , in a leukcemic patient 
under arsenical treatment. 

A—, Jewish, male, aet. 59 years, was admitted 
to hospital on October 30th, 1915, suffering from 
chronic lymphatic leukaemia, with considerable 
enlargement of the cervical, axillary, and inguinal 
lymphatic glands, and moderate enlargement of the 
spleen and liver. The glandular enlargement had 
commenced gradually some 6 years ago, and about 
14 years ago the patient had suffered from malaria 
in Palestine. Rontgen-ray examination of the 
thorax showed masses of enlarged lymphatic glands 
at each side of the great vessels above the heart 
and in the mediastinum. Blood examination 
(November 1st, 1915): Haemoglobin, 60 per cent. ; 
red cells, 3,200,000, and white cells, 53,600 to the 
c.mm. of blood. Of the white cells, 97 per cent, 
were small lymphocytes. The red cells showed 
slight poikilocytosis, polychromatophilia, and aniso- 
cytosis. No nucleated red cells were seen. The 
Wassermann reaction was negative. Treatment 
with arsacetin was commenced on November 6th, 
1915, and two weeks later an eruption of typical 
herpes zoster of the right shoulder broke out 
(connected, doubtless, with the arsenical'therapy), 


which was accompanied by a good deal of pain. 
About 5 days later a generalised but scanty erup¬ 
tion of varicella-like spots occurred. These were 
scattered about the trunk, and gradually disap¬ 
peared without causing any trouble, whereas the 
patches of the herpes zoster proper dried up, 
leaving depressed scars covered with dark scabs. 
Early in December, however, the patient was 
apparently free from any pain connected with the 
herpes zoster, though he complained of other pains 
lower down in the back. 

The patient left the hospital on December 13th, 
1915, and (in connection with the remarks I shall 
make further on) it is perhaps just worth mention¬ 
ing (though doubtless a mere coincidence) that a 
little boy, aet. 4 years, who was in the same ward 
with the patient, was discharged on December 3rd, 
1915, developed varicella, I was told, 10 days 
later at his own home ; that is to say, 10 days after 
leaving my patient with herpes zoster. 

Case 2. —Herpes zoster, associated with a general¬ 
ised varicella like eruption , and followed by oculo¬ 
motor paresis, paralytic mydriasis , and froyital 
anasthesia. 

An elderly widow, .aet. about 60 years, during 
the last week of August and the first two weeks of 
September, 1915, suffered from neuralgia of the 
left side of the head in the occipital region and in 
the area of the distribution of the 1st branch of 
the 5th cranial nerve, particularly nasal and supra¬ 
orbital neuralgia. She likewise complained of 
slight general malaise. Then (September, 1915) 
an eruption of typical herpes zoster appeared on 
the forehead, and this soon extended over the 
whole of the left half of the forehead, the left 
temple, and front part of the hairy scalp to the 
middle line, involving also the upper eyelid, the 
left half of the nose, and the outer part of the 
margin of the left lower eyelid. The pain con¬ 
tinued severe. The herpetic eruption soon became 
confluent and partly haemorrhagic. There was 
much oedema of the whole face, particularly of the 
left half. % The pre-auricular lymphatic glands and 
those along the anterior border of the sterno- 
mastoid muscle were much enlarged and very 
tender. At the end of the first week of the typical 
herpes zoster affection a generalised vesicular 
eruption of small, varicella-like spots was noticed, 
scattered over the trunk and extremities : two spots 
were situated near the outer margin of the right 
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orbit, about 6 were on the lower extremities, and 
about 20 were on the chest. This generalised 
vesicular eruption was not accompanied by any 
subjective symptoms, and the spots disappeared 
gradually in the course of two weeks. The true 
herpes zoster eruption, on the other hand, took two 
months to dry up ; by the end of that time the 
scabs had largely disappeared. 

About 6 weeks after the onset of the herpes 
zoster, when the patient began to keep her left eye 
open again, she complained of diplopia, and this, 
on examination, was found to be due to paresis of 
the left rectus superior muscle. The diplopia 
disappeared about 3 weeks later. 

The eyeball was considerably injected through¬ 
out the illness, and there was much lacrymation, 
with a good deal of mucopurulent discharge from 
the conjunctiva. The cornea, apart from some 
slight marginal erosions, remained free from ulcera¬ 
tion and infiltration. Sensation in the cornea and 
bulb was distinctly impaired. The eye was kept 
under atropine. 

The condition on December 10th, 1915—about 
3 months after the commencement of the illness— 
was as follows: There was severe neuralgia in the 
left eye, the left temple and side of the head, and 
the left half of the forehead, also in the region of 
the orbital branch of the second division of the 5th 
. nerve (that region was distinctly hypersensitive to 
• touch). There was cutaneous anaesthesia (to touch 
and pressure) of the left half of the forehead and 
the upper eyelid. There was hypo-aesthesia of the 
left front portion of the scalp up to the middle line. 
The upper eyelid was still red and somewhat 
thickened. There was moderate lacrymation. 
The pupil (two weeks after discontinuing the use of 
atropine) w*s still somewhat dilated and reacted 
sluggishly to light. There was still a little oedema 
of the left cheek. The eyeball was slightly injected, 
but there was hardly any excess of the conjunctival 
secretion. There was much scarring of the left 
half of the forehead. The conjunctival sensation 
was purposely not tested. 

During the second week of January, 1916, the 
pupil became normal again in regard both to its 
size and its reactions. On February 18th, except for 
the pupil, the condition was much the same as 
noted on December 10th, 1915. There was some 
chloasma-like pigmentation of the left cheek. 
The neuralgia and anaesthesia remained. A slight 


improvement followed treatment with 8 intra¬ 
muscular injections of “Tiodine,” but that treat¬ 
ment was discontinued on account of exacerbations 
of old chronic bronchitic troubles, with rise of 
temperature (up to 102° F.), lasting for two days 
or so at a time. On one occasion a scarlatiniform 
eruption appeared on the patient’s trunk and lasted 
about two days. 

I am indebted for the notes of the second case 
to my colleague, Dr. Charles Markus, through 
whose kindness I saw the patient. 

Case 3 .—Herpes zoster 'with paralysis of arm. 

A waiter, aet. 64 years, had enjoyed good health 
till suddenly, on June 16th, 1915, between 2 and 
4 p.m., while he was having a little afternoon 
sleep, his left upper extremity became paralysed. 
About June 23rd an eruption of typical herpes 
zoster, the marks of which could, in October, 
1915, be still just made out,* was first noticed. 
It involved the left side of the head and neck, 
the left clavicular region and shoulder, and the 
upper front of the left side of the chest. 
There were no noteworthy pains accompanying 
the eruption. The paralysis had considerably 
diminished and the eruption was drying up when 
the patient was admitted to the hospital on August 
2nd, 1915. At that time there was very little, if 
any, muscular atrophy of the affected extremity. 
There was some contracture of the paralysed hand, 
with a tendency to turgid cyanosis—a condition 
frequently seen in the hand in cases of hemiplegia 
of cerebral origin. Both knee-jerks were exagge¬ 
rated. Ankle-clonus could be obtained on the left 
side, but not on the right side. The plantar reflex 
was slightly of the extensor type on the left side 
and of the flexor type on the right side, but later 
on it was sometimes of the normal flexor type 
on the left side also. There was no paralysis 
elsewhere, and no anaesthesia was noted. The 
blood-serum on August 4th, and again on 
September 14th, 1915, gave a strongly positive 
Wassermann reaction for syphilis. Antisyphilitic 
treatment was tried. 

In October, movement in the affected limb 
was somewhat better, and the hand showed less 
acrocyanosis and contracture, but it was doubtful 
whether the improvement, such as it was, could 

* The patient was shown at the Dermatological Section 
of the Royal Society of Medicine, October 21st, 1915. 
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be ascribed to the antisyphilitic treatment. The i 
muscles were only very slightly wasted. No | 
evidence of disease could be found in the thoracic j 
or abdominal viscera. The urine was free from 
albumin and sugar and was of normal quantity. 1 
The brachial systolic blood-pressure was 150 mm. i 
Hg. When the patient was excited or nervous 
there was considerable tremor in the affected 
(left) arm. The knee-jerks were still greatly 
exaggerated, and ankle-clonus could be obtained 
with the left foot, but not with the right. The 
plantar reflex was normal on the right side, but 
still variable on the left side. In regard to sensa¬ 
tion, there was slight hypo-aesthesia on the ulnar 
side of the left forearm. The patient complained 
of a little pain in the region of the left shoulder. 
The pain might be of “ post-herpetic ” nature. 
He had not noticed any real pain before or during 
the actual eruption of herpes zoster. 

Faradisation was employed, and the patient’s 
condition gradually improved considerably in 
regard to power of working and using his left 
upper extremity. 

The Generalised Eruption, and the Question 1 
of the /Etiology of Herpes Zoster. j 

Many cases of herpes zoster associated with, ' 
or followed by, a generalised vesicular eruption ! 
have been described (i and’2), mostly under the 
heading “ Herpes zoster generalisatus.” Minet 
and Leclercq, who collected 25 cases, say that 
the generalised eruption may break out simulta¬ 
neously with, or from a few hours to a few days 
after, the typical herpes zoster. A case published 
by Fischl (1) was in a patient with lymphatic 
leukaemia; and lymphatic leukaemia was present 
likewise in the first case of the present paper. 
Several of the recorded cases' of herpes zoster 
generalisatus have been in elderly persons In 
the recent account of a case of generalised herpes 
zoster in a man, aet. 80 years, G. Pernet writes 
that in herpes zoster “it is well known, since 
Tenneson called attention to the point, that here 
and there aberrant vesicles may usually be found 
if carefully looked for, but in tins case there were 
a very large number of discrete vesicles scattered 
all over the trunk and limbs, very few being found, 
however, below the knees. . . . There were also 


mouth. The generalised vesicular rash looked like 
a bad attack of varicella.” As eirly writers on the 
subject (1893-1896), H. Tenneson (25), Colorn- 
bini (26), and J. Molini£ (27), should be especially 
mentioned. 

It has been suggested that herpes zoster is a 
modified and localised form of varicella (3 to 6). 
This suggestion would explain likewise the occa¬ 
sional evidence of contagion in herpes zoster (7 
to 9, and 4). 

Johann von Bokay (3), at the Sixteenth Inter¬ 
national Medical Congress, in 1909, published 
9 interesting cases. In 188S he examined a child 
who developed typical varicella 10 days after an 
eruption of thoracic herpes zoster in another child 
in the same family. His 8 other similar cases were 
I noted during the following 21 years, and in each 
typical varicella was observed to break out in a 
patient (in one instance, an adult) 8 to 20 days 
after exposure to typical herpes zoster. In 3 of the 
cases the herpes zoster was followed by, respec¬ 
tively, 2, 3, and 4 cases of varicella. In none of 
the cases were there any evidence of exposure to 
ordinary varicella. 

Paul Heim (4) records a similar case. A mother 
suffered from typical thoracic herpes zoster, and 
the only one of her children who was at home 
when the eruption broke out developed typical 
varicella 10 days later. Four days after the 
commencement of the mother’s eruption another 
of her children came home and developed typical 
varicella 12 days later; that is to say, 6 days 
after the first child. The varicella eruption was 
much more severe in the second child. In the 
right axillary region the vesicles were smaller than 
elsewhere and had a zoster-like grouping, and the 
child complained of pain there. J. von Bokay 
had also observed that general varicella eruptions 
may sometimes show local zoster-like grouping of 
the vesicles, and he had quoted confirmatory 
evidence from the writings of earlier authors. 
Heim suggests that the unknown microbe of 
varicella may, under certain as yet unknown 
conditions, give rise to a localised eruption 
resembling herpes zoster, and that this again may 
further give rise to a varicella-like eruption. He 
adds that in May, 1912, together with an epidemic 
of varicella at Budapest, there was evidently a 
kind of epidemic of herpes zoster, for during that 


a few about the face and scalp, but none in the ! period, in his hospital and private practice, he 
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observed more cases of herpes zoster than he had 
ever observed before in the same time. 

Hep worth records a case of herpes zoster in a 
mother being followed by varicella in her son 
after 16 days’ interval. Howard Distin tells of a 
severe attack of herpes zoster in a father followed, 
after 22 days, by varicella in his daughter, aged 
5 years, though she had apparently not been 
exposed to any known source of infection. W. P. 
Le Feuvre (5) gives similar examples observed 
by himself and by various other writers. Instances 
of varicella being followed by cases of herpes 
zoster have likewise been recorded (5 and 6). 
References to many publications bearing on this 
alleged connection between herpes zoster and 
varicella are given in the Literature and Notes at 
the end of my paper in the i International Clinics ’ 
above referred to. (See also 3 to 6.) 

That real herpes zoster is due to the same 
(unknown) cause or morbid agent as varicella 
appears to me extremely improbable. In. the first 
place , if it were so, one would expect, during 
epidemics of varicella, to meet'fairly frequently 
with children suffering from typical herpes zoster, 
and not merely presenting local zoster-like group¬ 
ings of varicella vesicles, such as has been alluded 
to by von Bokay (3),' Heim (4), etc. Further, 
during epidemics of varicella, one would expect 
to find herpes zoster in children at the same time 
as, or preceding, an eruption of varicella, but one 
does not do so. Since typical eruptions of herpes 
zoster do occur in children, one cannot (in 
terms of the theory in question) explain away the 
difficulty by supposing that children are not 
liable to that “modified form of varicella” which 
(according to the theory in question) manifests 
itself in the guise of herpes zoster. In the second 
place , the eruption of herpes zoster in Case 1 seemed 
obviously to have been excited by the arsenical 
treatment, and, though the herpes zoster was 
associated with a slight generalised eruption of 
varicella-like spots, it would be a very far-fetched 
explanation to suppose that a varicella infection 
was present and played any part in the causation 
of either eruption. So also in a boy, aet. 8 >ears, 
to whose case I have alluded elsewhere (10), an 
eruption of typical herpes zoster occurred on the 
right side of the chest, apparently as a result of 
arsenical treatment for Hodgkin’s disease, and this 
herpes zoster was accompanied by a generalised 


vesicular eruption on the trunk. H. Carlill (28) has 
recently described the case of a naval officer, 
aet. 54 years, who during a course of arsenical 
treatment developed right-sided abdominal herpes 
zoster, followed by a generalised vesicular eruption 
over the body, face, and limbs. (Such cases 
remind one, by the way, that dermatitis herpeti¬ 
formis has been reported to have followed the use 
of arsenic.) 

It seems to me, however, that cases (see further 
on) of herpes zoster may really be of an as yet 
unknown microbic origin, and this would explain 
the occasional almost epidemic-like frequency of 
the disease (Paul Heim (4), Kaposi (7), and other 
writers (8 and 9)) and the examples of apparent 
contagion of the disease from one patient to 
another. The ordinary sporadic cases of herpes 
zoster might then be compared to the ordinary 
sporadic cases of certain infectious diseases of 
the nervous system; namely, acute anterior 
poliomyelitis or polioencephalomyelitis (the 
“ Heine-Medin disease ”) and cerebrospinal 
meningitis. 

If we assume, according to the writings of Head 
and Campbell (11), von Barensprung (12), and 
others, that typical herpes zoster is due to an 
inflammatory orleukaemic {cf. reference 1) or other 
change in the posterior root-ganglia of spinal 
nerves, or in the ganglia connected with sensory 
cranial nerves, it is tempting to suppose that, when 
the herpetic eruption is accompanied by much 
local disturbance of sensations (especially by pain 
or anaesthesia), the inflammation has spread or 
“overflowed” along the sensory roots into the 
grey substance of the posterior horns (“polio¬ 
myelitis posterior ”) or into the corresponding grey 
substance of the mesencephalon. Similarly, when 
the herpes zoster is accompanied by local muscular 
paralysis and muscular atrophy, one might suspect 
that the inflammation has further spread or “ over¬ 
flowed ” so as to involve the grey matter of the 
anterior horns; that is to say, the motor origins of 
spinal nerves (“poliomyelitis anterior”) or the 
analogous roots of motor cranial nerves. (On 
these questions compare 15 to 21.) It would be 
quite conceivable that both the exact initial posi¬ 
tion (focus) and initial extent of the inflammatory 
or other lesion might vary much in different cases, 
and such a supposition would explain the supposed 
occurrence of cases of herpes zoster sine herpete y 
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the attack of herpes zoster being represented, not 
by an herpetic eruption, but by neuralgic pain, and 
possibly by some kind of paralytic or paretic nervous 
disturbance. 

In regard to the further question of whether 
herpes zoster may be due to the lately discovered 
microbic cause of acute anterior poliomyelitis 
(“ Heine-Medin disease,”) it is interesting to note 
that F. E. Batten (13) has seen a vesicular rash in 
the latter disease resembling diffuse herpes. He 
writes that the occurrence of herpes in relation to 
poliomyelitis is well recognised, but he adds : “ It 
is curious how seldom a true herpes is seen in a 
case of poliomyelitis ” (cf reference 14). Batten 
(22) also mentions that in the poliomyelitis epi¬ 
demic on the west coast of Cumberland in 1910, 
Garrow described the prevalence of herpes zoster 
at the same time, while in the Stepney epidemic of 
1914 Brincker stated that herpes zoster was 
simultaneously prevalent. Batten likewise alludes 
to a child, aet. 7 years, who was said to have 
“ influenza ” in December, 1914, with pain in the 
right shoulder and a rash on the right side of the 
chest. When seen 6 weeks after the onset of 
the illness, the rash was still indicated by pigmen¬ 
tation, and there was marked paresis of the shoulder 
muscles. A certain amount of local weakness has 
persisted since then. 

If herpes zoster be really due to the same 
microbic cause as acute anterior poliomyelitis, how 
can one explain the now acknowledged (and, in 
my limited experience, not exceedingly rare) effect 
of arsenic in inducing an attack of herpes zoster 
(cf. reference 10). I have above alluded to two 
cases (the first case of this paper and Case 2 in 
reference 10) in which arsenical medication induced 
not only an attack of herpes zoster, but likewise a 
generalised varicella-like or vesicular eruption. 
An attack of generalised herpr s zoster has likewise 
been recorded by Fischl (1) in a patient suffering 
from lymphatic leukaemia, but unfortunately it is 
not stated whether the patient was under arsenical 
treatment when the herpes zoster broke out. 

It is, of course, permissible to entertain the idea 
that a powerful drug like arsenic may, in the case 
of some individuals, predispose to an infectious 
disease (herpes zoster?). This I have myself 
ventured to suggest in regard to pneumonia, 
because I have observed the occurrence of a kind 
of pneumonia in various patients while under 


treatment with arsenic (10). Nielsen thinks that 
there can be no doubt as to the fact that arsenic 
predisposes to herpes zoster—but he says that the 
herpes zoster from arsenic seems to be of the 
ordinary type—and that no fresh attack occurs if 
the arsenical medication is continued. 

The Paralytic Complications of Herpes 
Zoster. 

The numerous references to the literature given 
by Wilbrand and Saenger should specially be con¬ 
sulted, as well as the writings of J. R. Hunt (15) 
and Norman Sharpe (16), in connection with the 
second case of my present paper. This case is 
remarkable not only for severity of the actual 
I herpetic eruption (the zoster ophthalmicus seu 
frontalis ), but for its being followed by frontal 
anaesthesia and by both external and internal 
ophthalmoplegic symptoms; namely, paresis of 
the superior rectus muscle and paralytic dilatation 
of the pupil. In regard to the dilatation of the 
pupil we may mention that C. Achard and J. 
Castaigne in an article on “Cephalic Zona” 
(“Herpes Zoster of the Cephalic Extremity ”), 
described a case in which permanent paralytic 
! dilatation of the left pupil followed an attack of 
left-sided ophthalmic herpes zoster, and referred 
likewise to two other cases in which (permanent or 
chronic) paralytic mydriasis of one pupil followed 
ophthalmic herpes zoster of the same side, 
j The changes which have been found in cephalic 
j cases of herpes zoster confirm the work of Head 
I and Campbell (11). Thus Andr^-Thomas and 
! Henyer, in a case of ophthalmic herpes zoster, 
found changes in the Gasserian ganglion. In a 
patient who died 3 days after an eruption of 
ophthalmic (frontal) herpes zoster, Sunde found 
recent, partly haemorrhagic, partly seropurulent, 
inflammation in the Gasserian ganglion of the same 
side and was able to demonstrate the local presence 
of many Gram-positive cocci. In Fischl’s case (1) 
leukaemic infiltration of the ganglion was present. 
In herpes zoster of spinal distribution analogous 
changes in the spinal ganglia are recorded (12). 

There is a large literature in regard to cases of 
herpes zoster associated with muscular paresis, 
muscular atrophy, and unusual sensory disorders, 
j including many cephalic cases in which ophthalmic, 

! otic, facial, or occipitocervical herpes zoster was 
! accompanied by oculo motor or facial paralysis or 
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paresis, sometimes by paralytic mydriasis, and 
sometimes by disorders of the special senses of 
smelling, hearing, and tasting. 

Very many examples of herpes zoster of the 
forehead and face in association with oculomotor 
or facial paralysis have been recorded, but relatively 
few of herpes zoster of the neck, arm, and thorax 
connected with paralysis of the arm. In the 
‘Archives de Physiologic’ for 1882, A. Joffroy 
described two cases in which herpes zoster of an 
upper extremity was associated with muscular 
atrophy of the affected limb. In the ‘Nouvelle 
Iconographie de la Salpetrikre,’ Soques, Baudouin, 
and Lantu^joul published an account of the case of 
an old man whom they had shown before the Paris 
Soci£t£ de Neurologic on May 7th, 1914. The 
patient in question said that on March 10th, 1914, 
he was feeling a little tired, when the paralysis in 
the left upper extremity commenced (with a sensa¬ 
tion of heaviness and clumsiness). There was no 
real pain. Two or 3 days later the herpes zoster of 
the affected extremity showed itself. 

The positive Wassermann reaction in my Case 3 
was a feature apparently not noted as yet in these 
rare cases. 

Other references to the literature of the subject 
were given in Doucet’s thesis (1906), entitled “Le 
zona associ£ aux paralysies et aux amyotrophies.” 
Doucet considered that the paralyses were generally 
of peripheral origin and incomplete ; the paralysed 
parts were mostly in the neighbourhood of the 
distribution of the herpes zoster; only rarely were 
they at a distance. An instance of such rare 
paralysis at a distance from the herpetic eruption is 
the case of a middle-aged man, about which Mr. 
G. J. Jenkins has kindly informed me. The patient 
in question recently suffered from lower thoracic 
(typical) herpes zoster associated with paralysis of 
the vocal cord on the opposite siefe ; gradual 
recovery of the vocal cord complication took place, 
though paresis still shows itself occasionally. 

Among published cases, one which nearly 
resembled my Case 3, was that of a man described 
by C. Handheld Jones in 1882, a solicitor, set. 64 
years, seen on August 28th, 1872. He had 
been attacked by herpes zoster in the beginning of 
April, 1872, the left arm being the part affected, 
the eruption extending up from the hand to the 
posterior fold of the axilla. The eruption was not 
at first attended by a notable amount of pain, but 


after the eruption got better long-lasting neuralgia 
commenced. The skin was hypenesthetic in the 
tract formerly occupied by the eruption. The 
whole arm was considerably wasted. Sir William 
Broadbent, in 1866, described the case of a woman, 
aet. 74 years, in whom herpes zoster in the distribu¬ 
tion of branches of the brachial plexus was followed 
by partial paralysis in corresponding motor nerves. 
In one,of G. Waller’s cases right brachial herpes 
zoster was followed by paralysis of the right arm. 
In a man, aet. 35 years, to whose case E. 
Schwimmer referred, a blow on one shoulder was 
followed by herpes zoster of that region, and then 
by sensory disturbance (anaesthesia developed after 
hyperaesthesia) and incomplete paralysis of the 
arm. In a man, somewhat over 60 years of age, a 
patient of Frederick Taylor, an attack of herpes 
zoster of the right flank was followed by paralysis 
of the abdominal muscles on the right side. In 
one of the cases recorded by E. Farquhar Buzzard, 
brachial herpes zoster was accompanied by paralysis 
of the deltoid muscle on the affected side. S. Vere 
Pearson described the case of a painter, set. 52 
years, who on getting up one morning noticed 
sharp, burning pain about the left arm and inability 
to move the upper part of the arm. On the 
following day an eruption of herpes zoster appeared 
on the left arm. The eruption extended from the 
shoulder to the wrist. There was complete paralysis 
of the left deltoid and infraspinatus muscles, with 
some atrophy, and there was partial paralysis of 
the latissimus dorsi muscle. The herpes gradually 
healed, and the affected muscles commenced slowly 
to regain power. The pain disappeared after some 
weeks. It was in a case of herpes zoster with 
motor symptoms that Magnus found diplococci in 
the anterior horn of spinal grey matter and ordinary 
inflammatory changes in the spinal ganglia. John 
Duncan recorded two cases of hemiplegia, with 
herpes zoster of the same side of the body, in old 
persons. In both’ cases recovery was good. 
Charcot, in one of his writings, referred to a case 
of hemiplegia, with herpes zoster of the lower 
extremity on the paralysed side. Hardy (22) 
recorded a case of herpes zoster of a lower 
extremity accompanied by terrible hyperaesthesia, 
and followed (4 to 6 weeks after the commence¬ 
ment) by an amyotrophic paralysis of the calf and 
external muscles of the afiected leg. In another 
case mentioned by Hardy, herpes zoster of the 
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trunk was followed by symptoms of ascending 
myelitis and fatal paralysis of the inspiratory 
muscles. 

B. J. Vernon (17) and Sir Jonathan Hutchinson 
(18) were perhaps the first to draw attention to the 
cases of oculomotor paralyses associated with 
ophthalmic herpes zoster. Cases of herpes zoster 
(rarely the mouth and buccal mucous membrane 
were involved in the herpetic eruption), accom¬ 
panied by paralysis of extrinsic eye-muscles or of 
the face, and sometimes by gustatory and auditory 
disturbance, have likewise been recorded by X- 
Grainger Stewart (19), H. Claude and H. Schaeffer 
(20), J. R. Hunt (15), Norman Sharpe (16), and 
others. A. Jaehne’s case (21) was that of a young 
man, set. 21 years, who fell ill with fever, lassitude, 
and jaundice. A few days later an eruption of 
herpes zoster of the pinna and the external auditory 
meatus of the right side showed itself. Three days 
later facial paralysis occurred and was accompanied 
by severe auditory disturbance, and followed by 
deafness. There was likewise loss of taste in the 
right half of the tongue. The facial paralysis was 
noted to be rather less after half a year, but 
the auditory and gustatory symptoms persisted. 
Jaehne gives numerous references to the literature 
of herpes zoster oticus. In a case of frontal herpes 
zoster followed by paralysis of the 4th cranial 
nerve, Lesser suggested that the inflammation 
spread from one nerve to the other in the cavernous 
sinus (24). 


Literature and Notes. 

(1) F. Fischl. —“Herpes zoster generalisatus bei 
Leucaemia lymphatica,” 'Arch. f. Derm. u. Syph.,’ Vienna, 
1913, vol. cxviii, p. 553. No mention is made in regard 
to whether arsenic was being used in the treatment at 
the time when the herpes zoster broke out. Leukemic 
infiltration of the Gasserian ganglion was found at the 
post-mortem examination. Many references to the litera¬ 
ture of* herpes zoster generalisatus are given. 

(2) In this connection it is perhaps worth alluding to 
the occurrence of a generalised bullous eruption on giving 
antipyrintf to a patient with herpes zoster. See Frank 
Deas, “Bullous Eruption Due to Antipyrine, Occurring 
in a Patient Suffering from Herpes Zoster,” ‘ Brit. Journ. 
Dermat.,’ London, 1899, vol. xi, p. 194. A man, ;et. 34 
years. The general eruption reached its height about 
5 hours after taking the first dose of the medicine (which 
was given for pain). Disappearance of the eruption was 
rapid. 
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(3) Johann von Bokay. —“ Ueber den atiologischen 
Zusammenhang der Varizellen mit gewissen Fallen von 
Herpes Zoster,” ‘ Wiener klin. Wochenschr.,’ 1909, 
vol. xxii, p. 1323; also 'Compte-rendu du XVI e Congres 
international de medicine, Budapest (1909), Section X 
(Pediatrie), p. 480. 


(4) Paul Heim. —“ Herpes zoster und Varicellen,” 
Berliner klin. Wochenschr.,’ 1912, vol. xlix, p. 2349. 


(5) W. P. Le Fkuvke. —“Herpes zoster und Varicella,” 
'Medical Journal of South Africa,’ Johannesburg. 1914, 
vol. ix, p. 177. Among the 21 instances given by the 
author of herpes zoster, in one patient apparently giving 
rise to attacks of varicella in others, are two observations 
by himself in South Africa, and many observations recorded 
! in the 4 British Medical Journal’ and the 4 Guy’s Hospital 
j Gazette.’ The author likewise quotes 4 examples of cases 
! of varicella being followed by herpes zoster, and refers to 
various instances of a varicella-like eruption and genuine 
herpes zoster occurring in the same patient more or less 
simultaneously with each other. 


(6 ) Airman (of Guernsey), quoted by Le Feuvre, 
‘ Medical Journal of South Africa,’ Johannesburg, 1914, 
vol. ix, p. 178, observation 22. A child returned to school 
with the remains of a varicella eruption on it. Seven 
days later the school-mistress, act. 30 years, developed 
right thoracic herpes zoster. She had never had varicella. 
Eleven days later her sister, act. 25 years, and two 
children attending the school, developed varicella. 


(7) M. Kaposi. —“ Bemerkungen fiber die jungste 
Zoster-Epidemie,” ‘ Verhandl. d. deut. dermat. Gesellsch.,’ 
Vienna, 1889, vol. i, p. 57. Kaposi observed 40 cases 
of herpes zoster during 12 months, 1888-89. 


(8) Henry Taylor. —“An Epidemic of Herpes Zoster,” 
‘Brit. Med. Journ.,’ London, 1889, vol. ii, p. 13. Taylor 
saw 4 cases of herpes zoster in one week at Guildford, and 
a firm of practitioners in the same town saw nine or ten 
cases in the course of two months about that time. 


■ (9) Emil Weis. —" Ueber epidemischen Zoster," ' Arch. 

| f. Dermat. u. Syph.,’ Vienna, 1890, vol. xxii, up. 609-29. 
i On p. 622 the author says that several cases of erythema 
| multiforme were observed during the period of the 
epidemic of herpes zoster. 

j 

! 

(10) F. Parkes Weber.— “The Occurrence of Acute 
Pneumonia During Treatment with Arsenic, * Brit Med. 
Journ.,’ 1913, vol. i, p. 337 (Case 2). 


1 (11) H. Head and A. W. Campbell.— “ The Pathology 

of Herpes Zoster and its Bearing on Sensory Localisa¬ 
tion,” ' Brain,’ London, 1900, vol. xxiii, p. 353. 
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Case 18 (p. 501) : A man, aet. 31 years. Herpes zoster 
of the right side of the face (inframaxillary division of 
the 5th cranial nerve). Death from general paralysis 
30 days after the eruption. Post-mortem, the right 
Gasserian ganglion showed in its corresponding portion 
a focal destructive lesion. 

Case 19 (p. 509) : A man, aet. 43 years. Right frontal 
herpes zoster (ophthalmic division of the 5th cranial 
nerve). Death from general paralysis 190 days after the 
eruption. Post-mortem, there was a focus of disease in 
the part of the right Gasserian ganglion corresponding 
to the first division of the 5th nerve. The authors refer 
likewise to previous literature on the subject. It may 
here be mentioned that Richard Bright (‘Reports of 
Medical Cases,’ 1831) seems, according to Gowers and 
James Taylor, to have made the first suggestion as to the 
nervous origin of herpes zoster. 

(12) F. G. F. von Barknsprung. —“Die Giirtelkrank- 
heit” 4 Annalen des Charit^-Krankenhauses zu Berlin, 
1861, ix, part 2, p. 40 ; 1862, x, part 1, p. 37; 1863, xi, 
part 2, p. 96. It is in the third part (1863) of von 
Barensprung’s elaborate series of articles on herpes zoster 
that he describes a case of thpracic herpes zoster in a 
boy 1 A years old, who died of tuberculosis 6 weeks after 
the commencement of the eruption. The necropsy showed 
inflammation of the corresponding spinal ganglia of the 
affected side. 

(13) F. E. Batten. —Article on 44 Polio-encephalo¬ 
myelitis," in Garrod, Batten, and Thursfield’s *' Diseases 
of Children," London, 1913, p. 767. 

(14) In this connection it should be noted that herpes 
zoster mav appear in, and is one of the more common 
cutaneous manifestations of, epidemic cerebrospinal 
meningitis. In tuberculous meningitis it does also, but 
verv rarely, occur. See W. Evans, “ Meningitic Herpes,” 

‘ Brit. Journ. Dermat / London, 1900, vol. xii, p. 83. In 
regard to the meningococcus being found in the vesicles 
of 41 Meningitic Herpes." see P. Durand s communication 
to a medical society at Lyons, 4 Presse Medicale,’ Paris, 
January 3rd, 1914, Annee xii, p. 11. 

(15) J Ramsay Hint. —"Herpetic Inflammations of 
the Geniculate Ganglion : A New Syndrome and Its 
Complications," ‘Trans. Amer. Neurol. Assoc., 1906; 
and 4 Journ. Nerv. and Mental Diseases,’ 1907, vol. xxiv, 
p. 73; “ The Paralytic Complications of Herpes Zoster 
of the Cephalic Extremity," 4 Journ. Amer. Med. Assoc.,’ 
1909, vol. liii, p. 1456; “A Further Contribution to the 
Herpetic Inflammations of the Geniculate Ganglion: A 
Syndrome Characterised bv Herpes Zoster Oticus, 
Facialis, or Occipitocollaris, with Facial Palsy and 
Auditory Symptoms," 4 Amer. Journ. Med. Sci.,’ Phila¬ 
delphia, 1908, vol. cxxxvi, p. 226; 44 The Symptom- 
complex of the Acute Posterior Poliomyelitis of the 
Geniculate, Auditory, Glossopharyngeal, and Pneumo- 
gastric Ganglia," 4 Archives of Internat. Medicine/ 
Chicago, 1910. vol. v, p. 631. 
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I (16) Norman Sharpe. — 44 Herpes Zoster of the 
Cephalic Extremity, with a special reference to the 
Geniculate, Auditory, Glossopharyngeal, and Vagal Syn¬ 
dromes.” ‘Amer. Journ. Med. Sci./ Philadelphia, 1915, 

| vol. cxlix, p. 725. 

! (17) B. J. Vernon. — 4 St. Bartholomew’s Hospital 

1 Reports,’ London, 1868, vol. iv, p. 121, Case 5. 

I (18) J. Hutchinson. — 44 A Second Report on Herpes 
Zoster Frontalis seu Ophthalmicus,” 4 Ophthalmic 
| Hospital Reports/ London, 1869, vol. vi, p. 181. 

(19) T. Grainger Stewart.— 4 Proc. Roy. Soc. Med., 

| Neurol. Section/ 1909, ii, p. in. A woman, aet. 37 years, 

developed herpes zoster on the right side of the neck 
and shoulder and back of head. Four days later her face 
was paralysed on the right side. She noticed that her 
taste was lost on the right side of the tongue and that 
sounds were painful in her right ear. 

(20) H. Claude and H. Schaeffer. — 4 Presse Medicale.' 
1911, vol. xix, p. 437. The patient was a woman, aet. 28 
years, who developed herpes zoster of the left side of the 
face, head, and neck, with motor disturbance on that side 
in the distribution of the third, sixth, and seventh cranial 
nerves, and with tinnitus and impairment of hearing. 
The authors gave their paper the following heading : 
44 Paralytic Zona of the Cranial Nerves and the Theory 
of Acute Poliomyelitis Posterior.” Lumbar puncture 
showed the presence of a profound meningeal reaction. 

(21) Arthur Jaehnk.— 44 Zur klimk des Herpes zoster 
oticus,” * Archiv. fur Ohrenheilkunde,’ Leipzig, 1914, 
vol. xciii, p. 178. 

(22) F. E. Batten. — 44 Lumleian Lectures on Acute 
Poliomyelitis,” at the Royal College of Physicians, London, 
1916. 

(23) Hardy.— 4 Gazette des Hopitaux/ Paris, 1876, 
vol. xlviii, pp. 819 and 827. 

(24) Lesser. —Quoted by Gowers and Taylor, ,4 Dis¬ 
eases of the Nervous System,” 3rd edition, London, 1899, 
vol. i, p. 198. 

(25) H. Tenneson. — 4 Traite clinique de dermatologic, 
Paris, 1893, p. 116. 

(26) Colombini. — 4 On Herpes zoster generalisatus/ 
1893. Blasc^ko, in his article on 44 Herpes" in F. Mracek’s 
4 Handbuch der Hautkrankheiten ’ (Vienna, 1902, vol. i, 
p. 692), gives an illustration of Colombini’s case. 

(27) Jean Molinie. — 44 Des vdsicules aberrantes dans 
le zona,” 4 Paris theses/ 1895-1896, No. 97. 
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THE DIAGNOSIS OF PYLORIC 
OBSTRUCTION. 

By A. ERNEST MAYLARD, B.S., M.B.Lond 
F.R.S.Edin., 

Surgeon to the Victoria Infirmary, Glasgow. 


No class of cases, such as that of pyloric obstruc¬ 
tion at a late stage, can be more easy of diagnosis: 
but none at an early may be more difficult. 
With the hope of making the clinical picture of the 
latter clearer and more significant the following few 
remarks are offered. 

Very evident gastric succussion 6 hours after a 
meal and visible epigastric peristalsis with occa¬ 
sional ejection of large quantities of sour-smelling, ' 
thin, porridge-like material leave no shadow of 
doubt of the existence of well-marked pyloric ob¬ 
struction. But long before this pathognomonic 
stage has been reached, the patient has been suffer¬ 
ing from continuous or intermittent attacks of 1 
dyspepsia. It is to the significance of these earlier j 
symptoms that chief interest attaches. f 

To rightly interpret these initial signs, it is need- , 
ful, in the first place, to indicate some of the causes 
of pyloric obstruction. Space forbids dealing with j 
any other causes than those which may be termed 
intrinsic arising exclusively from affections of the 
pyloric orifice itself, and not from extrinsic causes 
which narrow the aperture by external pressure or 
by other constricting influences, although the same 
remarks regarding the symptoms produced would, 
in many instances, equally apply. However, the 
intrinsic causes are by far the commoner. They 
are almost wholly represented by new growths, 
chronic ulceration with its sequel of cicatrisation, 
and abnormal development. Little need Be said 
about the two former, except that carcinoma is by 
far the commonest form of new growth met with. 
With, however, the last cause—abnormal develop¬ 
ment—more consideration is needed. As yet, but 
little attention has been directed to it ; and writers 
on the many disturbances that affect the stomach j 
have failed to recognise it as a possible and 
probable cause of many cases of intractable dys- i 
pepsia. It is long since the condition was drawn I 
attenion to by Maier who quotes Landerer as being I 
one of the first to recognise it (see Virchow's 


‘Archiv/ Band cii, p. 413). Prof. Wm. Russell,, 
of Edinburgh, in an able dissertation on the subject 
(‘ Brit. Med. Journ.,' vol. i, 1908, p. 68) supported 
views which I had previously given expression to in 
a paper on “Congenital Narrowness of the Pyloric 
Aperture,” read before the Clinical Society of 
London, and published both in the Society's 
‘Transactions,' vol. xxxvii, 1904, p. 63,and in the 
‘ British Medical Journal,' vol. i, 1904, p. 417. This 
was followed by a second contribution four years 
later (vol. ii, 1908, p. 68). Without going so fully 
into the subject as contained in these communica¬ 
tions, it may be briefly indicated that what was 
contended for and proved by illustrative cases was 
that the pyloric aperture may vary in its calibre : 
that from some developmental cause the aperture 
may be narrower than is requisite for the normal 
and easy passage of the contents of the stomach 
into the duodenum. If further support were needed 
for the possible existence of such an abnormality 
dependent upon defective development it is to be 
found in the congehital narrowness that exists in 
certain canals and openings in other parts of the 
body. For instance, gynaecologists are familiar 
with an unduly small cervical canal as one cause .of 
dysmenorrhcea: Mayo has shown that a cause for 
constipation is to be found in an abnormal congeni¬ 
tal narrowness of the ileocaecal canal; and it needs 
no pointing out that great variation exists in the 
size of the oral, nasal, aural, and palpebral apertures. 
Examples might be multiplied ; but I think that 
such as have been given will reasonably convince 
those who have not had the opportunity of seeing 
an abnormally small pyloric opening at operation. 
As regards the amount of narrowness which may 
exist, my own experience has been to find the 
calibre of the aperture anything between the nor¬ 
mal and the diameter of an ordinary lead pencil. 
Inasmuch as the operation for the cure of the 
condition (Finney’s method of gastro-duodetios- 
tomy) prevents an estimate being made of the 
actual diameter of the canal from within the 
stomach, the degree of constriction is gauged 
roughly by gripping the orifice between the thumb 
and forefinger from without. In normal conditions 
the forefinger should be easily invaginated through 
from one viscus to the other, either from the 
bowel into the stomach or vice versd. But when 
the calibre is diminished—and the smaller the 
aperture the more marked the impression—only a 



226 


THE DIAGNOSIS OF PYLORIC OBSTRUCTION. 


Clinical Journ 


uniform ring is felt between the apices of the two 
digits. 

If, now, we consider the question of symptoms 
it will be clearly understood that if obstruction is 
the cause of them they must inevitably bear a more 
or less direct proportion in their degree of severity 
to the amount of obstruction which exists. This, 
however, as will be presently indicated, is not the 
sole factor in determining the relative severity of 
the symptoms in different cases ; but it constitutes 
a very cogent feature. If the calibre of the canal 
be such as to prove a definite source of obstruction 
to the discharge of the gastric contents into the 
duodenum, then the patient will begin to suffer ! 
from symptoms given expression to by the widely 
applied term dyspepsia. There may be flatulence 
coupled with eructations, epigastric discomfort 
represented by a sense of weight, or fulness, or 
even pain, occurring at variable periods after the 
ingestion of food. Other dyspeptic symptoms may 
become manifest in the form of a furred tongue, 
distaste for certain kinds of food, loss of appetite 
with concomitant lack of mental and bodily energy, 
constipation ; and in more advanced cases vomit¬ 
ing coupled with evidences of gastric dilatation. 
Now, while all these symptoms may be the sole 
and direct outcome of the constriction at the pyloric 
aperture—and it matters not to what that obstruc¬ 
tion is due, whether to tumour, to ulceration, to 
cicatrisation or to congenital narrowness—they are 
very materially affected by the power which the 
stomach in itself possesses to overcome the obstruc¬ 
tion ; and it is in this very important factor that we 
encounter all the misleading difficulties that 
encumber the early diagnosis of this particular class 
of cases. 

If it be remembered that the stomach is a 
viscus, one of whose functions is to drive, by the 
muscular contraction of its parietes, its digested 
contents onwards into the bowel, it will be easily 
understood how any impairment of that function 
must very materially hasten up and augment the 
symptoms already partially excited by the unduly 
narrowed pyloric aperture. Let this fact be well 
borne in mind, and it will at once become clear 
how perplexing many a case may prove before the 
real cause of the symptoms are discovered. The 
difficulties, too, are increased when, as happens in 
the case of obstruction due to congenital narrow¬ 
ness of the orifice, there are no earlier symptoms 


suggestive of ulceration. For, when we have 
obstruction due to the thickening around a chronic 
ulcer, or, possibly, to spasm of the pyloric sphincter 
—the result of the proximity of an ulcer to the 
pylorus—or to the constricting effect of a healed and 
cicatrised ulcer upon the pylorus, there are usually 
to be elicited a history of symptoms at some ante¬ 
cedent date which definitely indicates that active 
ulceration existed. Such, for instance, as a bad 
attack of dyspepsia, accompanied, possibly, with 
blood-stained vomit, or haemorrhagic stools. There 
may, also, have been anaemia for which treatment 
was adopted; while the patient will state that, for 
some time, owing to the “ ulcerated stomach a 
restricted or milk diet with rest in bed for a week 
or weeks was enforced by the doctor. The 
absence of any such early pathognomonic symp* 
toms has been the chief cause of so many cases of 
congenital narrowness of the pyloric aperture being 
overlooked. Interpretations of yarious kinds are 
given to explain the symptoms; and palliative 
measures are continued until every conservative 
| effort has failed ; and the patient from disappoint¬ 
ment or, sometimes, from sheer desperation, seeks 
relief by operation. 

Fortunately, be it said, for this class o. inter¬ 
mittently chronic dyspeptics, the rising generation 
of medical practitioners are alive to what modern 
surgery can do to give relief in certain gastric con - 
ditbns : with what immunity the stomach, not to 
speak of any other organ within the abdomen, can 
be explored and successfully dealt with as occasion 
may require. So that now we are finding that a 
better recognition obtains in the profession of the 
uselessness of continuing endeavours to treat by 
special dietary and therapeutical measures cases 
that, after a reasonable trial of such measures, fail to 
respond permanently. But let me return to the 
apparently perplexing question of diagnosis. I say 
I “ apparently ” because if the matter is rightly under- 
1 stood all real difficulty is surmounted. I have 
| already indicated that very, much depends upon 
the contractile power of the stomach to overcome 
I any obstruction ; so long as the involuntary muscle 
of the gastric parietes is capable of effecting this 
function efficiently, there may be no symptoms of 
dyspepsia ; but, if from any cause, this efficiency is 
diminished, to the extent of not being able to over¬ 
come the obstruction, the patient suffers from 
gastric symptoms; and it may be roughly said that 
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the severity and persistence of the symptoms bear 
a direct relationship to the inadequacy of the 
stomach to get rid of its contents. 

Now, in the earlier stage of all these cases, it is 
found that relief is afforded by giving physiological 
rest to the stomach ; that is to say, a careful atten¬ 


duodenum; this may be due either to the existence 
of adventitious adhesions or to an abnormally short 
lesser omentum fixing the part high up under the 
liver. The advantage of gastroduodenostomy lies 
in the fact that the natural outlet from the stoma ch 
is maintained, but no longer as a source of o b- 


tion to diet, the administration of gastric sedatives, i 
and a period of rest and recreation in the country 
or at the coast to improve the general health, 
enables the stomach to recover its power to over¬ 
come the obstruction. But, as soon as there is 
a return to any of those conditions which may 
weaken the motor power of the gastric parietes, the 
dyspeptic symptoms recur. To express it, as 
patients often^do, any comparatively slight indiscre¬ 
tion in .diet, or sometimes even the simple return 
to ordinary diet—or any worry or anxiety causing 
fatigue of mind or body, evokes a recrudescence of 
their symptoms. The fact is the stomach being so 
essentially a muscular organ partakes in the general 
physical inertia from which other parts of the body 
suffer when the patient is reduced in health from 
any cause. Instead, therefore, of the stomach 
being under these circumstances the 1 cause—as is 
too frequently assumed—it is in reality the conse¬ 
quence of the general constitutional disturbance. 

It will, I think, be at once seen how liable are 
patient and doctor alike to be misled into believing 
that the gastric condition from its temporary 
amenability to treatment is more of a functional 
one than due to any permanent organic lesion. 
Thus, it often happens, that these patients go on 
for.years leading a sort of “up and down” invalid 
life with discomfort, often amounting to pain, 
gradually increasing in severity, and with lessening 
intervals of time between the attacks. 

We have, then, to deal with a condition which 
is essentially mechanical in its effects; and which 
may be temporarily relieved by conservative 
measures but cannot be cured permanently except 
by means which are also of a mechanical nature. 

We have a choice between two operative 
methods. One is to short-circuit between the 
stomach and the duodenum—gastrojejunostomy; 
and the other to enlarge the constricted or 
narrowed orifice—gastroduodenostomy (Finney). 
Of these two, the latter should always be selected 
when possible. The only condition which should 
permit of gastrojejunostomy is an inability 
to sufficiently mobilise the first part of the 


struction. 

In conclusion, I may sum up these few clinical 
remarks with the statement that there are many 
intractable cases of intermittent attacks of dyspepsia 
which owe their origin to obstruction at the pyloric 
orifice. That this obstruction may be the result of 
growth; but, by far more frequently, is dependent 
either upon the inflammatory effects of chronic 
ulceration or upon the existence of congenital 
narrowing of the aperture. In the case of ulcera¬ 
tion there is frequently some previous history to 
suggest such a possible cause ; while in the case of 
congenital narrowness no such history is elicited; 
indeed, these patients often present features of a 
good constitution; and claim that “ if only 
their stomach was put right they would be all 
right.” Rest, careful dieting, and gastric sedatives 
will relieve; but operation only can cure. 


Eclampsia Associated with Tubal Preg? 
nancy. —Ebeler describes the case of a primipara, 
aet. 23 years, admitted to hospital with a diagnosis 
of ruptured tubal pregnancy. The patient had 
previously been curetted for continuous bleeding. 
An immediate operation was done and the right 
impregnated ruptured tube removed. Within io 
hours • she developed well-marked convulsive 
seizures and examination of the urine showed 15 
per cent, albumen together with casts. She died 
the next day with evidences of primary oedema. 
The pregnancy was probably not oyer 6 weeks. 
Among 50 cases of eclampsia in the early months 
of pregnancy, collected from the literature, there 
were only 3 extra-uterine pregnancies. The§e cases 
are particularly difficult to diagnose and the early 
period of pregnancy at which they occur fails to 
explain the aetiology of this condition.— Amer . 
Journ. of Obstet '. 
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TWO CASES OF HERNIA. 

By RUSHTON PARKER, M.B., B.S., F.R.C.S., 

Professor of Surgery in the University of Liverpool, 
Lieut.-Col. R.A.M.C.(T.), Mersey Defences. 


Femoral hernia , strangulated at first descent; 
gangrene of bowel and sac; enterectomy; end to 
end union through separate abdominal section 
and closure; radical cure. 

A widow, aet. 42 years, was seized with abdominal 
*pain and constipation on July 3rd, 1900, attended 
with vomiting which became stercoraceous. She 
was treated with several enemata, most of which 
brought little away, that on the 9th a good deal. 
There was less pain after July 6th, and vomiting 
ceased before admission to the Liverpool Royal 
Infirmary on July 10th, but her tongue was dry and 
brown, and the pulse oyer 120. In the right groin 
was a hard tender swelling reaching to the upper 
part of the labium. 

Herniotomy was performed on July nth, 1900, 
by a horizontal incision over the swelling, revealing 
gangrenous bowel in a gangrenous sac. The 
knuckle of gut was incised and emptied of 
fecal contents. The abdomen was then opened 
a little above the inguinal region, splitting 
the muscles in the line of their fibres, the 
bowel doubly clamped inside, and the gangrenous 
loop cut away in the sac, the sound ends pulled 
out through the abdominal opening, stitched end 
to end, and then dropped into the peritoneal cavity. 
The abdominal wound was closed everywhere in 
layers, and then the gangrenous sac swabbed with 
carbolic lotion, stripped up, tied at its neck, and cut 
off. The hernia wound was left open and dressed 
with a pack of cyanide gauze. The abdominal 
wound healed right off. 

She passed wind after 3 days, and by the 9th day 
her bowels were acting regularly. For a couple of 
days after operation she was somewhat ill, with a 
brown tongue, but after three weeks she was feeling 
perfectly well and taking ordinary diet. In two 
months she left hospital with the granulating 
wourid quite healed. She called in May, 1901, all 
right. 

Dr. E. T. Davies of Liverpool was present at the 
operation, and was kind enough to remind me of 
the advantage of splitting the muscular layers 


instead of cutting them across in the hypogastric 
region. This wise precaution which he quoted 
from the late Mr. Greig Smith, I have since never 
omitted when possible to attend to it. The advan¬ 
tage, in preventing traumatic hernia, is both effectual 
and obvious. . 

I have no doubt that jthe enemata aggravated the 
conditions in this woman ; and it is probable that 
the tightness of the femoral neck, while favouring 
the onset of gangrene, limited the entrance of 
poisonous products into the peritoneum and the 
system, while concentrating their accumulation 
within the sac. 

Strangulation in infancy; relief by fecal fistula ; 
irreducible adhesion in scrotum ; herniotomy 
and radical •cure. 

A bright little boy, aet. 4^ years, was sent to me 
from Blackpool by Drs. Foyl and Hardman in 
March, J901, having a large irreducible scrotal 
hernia on the right side, which had arisen in the 
following circumstances at another town : 

At the age of 18 days he had suddenly a right 
inguinal hernia, strangulated at its descent. He 
refused the Breast and looked pitiful, but did not 
cry. He even slept most of the time, having been 
given opium by medical advice. Previously he had 
taken the breast when offered, and waited con¬ 
tentedly for each occasion. 

In 2 or 3 days the bottom of the scrotum gave 
way and feces escaped. The child then became 
happy and took the breast regularly. The dis¬ 
charge continued 5 or 6 weeks and then suddenly 
ceased. When 7 weeks old he was taken to a doctor 
in still another town who probed the opening. 
Next day matter issued and the fistula closed a 
week or two later. Since then he has had about half 
a dozen attacks of pain in the hernia, at each of 

9 . 

which he was put to lie down and poulticed. The 
worst attack of all occurred about 3 weeks before 
! he was sent to me. Immediate operation was on 
the point of being urged by the two doctors first 
named, when the child broke wind and gradually 
improved under a diet of water only. In a few 
days the attack passed off and he was sent to me 
for operation at leisure. He had then a large 
dependent oval swelling of the right scrotum, with 
the left testis projecting on the upper part; and 
the swelling was partly, but,only half, reducible. 
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He was admitted into a private ward in the Liver- j 
pool Royal Infirmary. | 

On March 14th, 1901, herniotomy was done, by I 
vertical incision in the right groin, and the contents 
of the sac found to be caecum, which adhered 
largely to the bottom of the scrotum. The peri¬ 
toneum was dissected off the integument and 
stitched over the end of the caecum. An enlarged 
lymph gland was found in the mesocolon at the 
neck of the sac, and removed. It contained 2 or 
3 abscesses with curled lymphy walls that were 
found to contain tubercle bacilli when examined in 
the laboratory next day. 

The pillars of the ring had to be divided to reduce 
the caecum and 6 or 8 in. of ileum which had also 
slipped down. The outer pillar of the ring was 
stitched to the conjoined tendon, after attaching 
the folded sac by “ window-blind suture,” inside the 
abdominal wall, by Macewen*s method. All else | 
was closely sewn, and drained by a wisp of silk¬ 
worm gut to the bottom of the scrotum. The 
wound was healed in a week and he went home in 
a fortnight. Photographs were taken before and 
after, and no further trouble occurred. 

He wrote to me every Christmas and sent me his 
photograph in 1904. At the end of 1914 he enlisted 
and sent me his photograph in khaki. He wrote 
several times from the seat of war in France, and 
again in 1916 from the trenches with another photo¬ 
graph showing a great gain in physique due to his 
military training and occupation. Later his sister 
wrote to say that he was killed in August, 1916, 
reported by his sergeant as having been shot on 
refusing to surrender. 

As having a slight bearing on the case I may 
refer to a letter of mine on “ Strangulated Hernia 
in an Infant” in the ‘ British Medical Journal* of 
October 26th, 1912 ; to a paper on “ f aecal Fistula 
of the Abdomen ” in the 1 Medical Press and 
Circular* of March 22nd, 1916; and on “The 
Inguinal Incision for Intrascrotal Affections ** in 
the ‘ British Medical Journal * of May 13th, 1916. 

It is hardly necessary to say that the formation of 
the faecal fistula proved, under the circumstances, 
a fortunate relief to the early condition and its 
immediate dangers. But its effect left a disabling 
deformity and a way open for attacks of illness that 
actually occurred, and new danger that was always 
possible. The operative relief to the later condi¬ 
tion was both simple and effectual. 


REVIEWS. 


An Index of Symptoms with Diagnostic 
Methods. By Ralph Winnington Lekt- 
wich, M.D. (Sixth and Revised Edition, 
Crown 8vo.) London, 1917 : Smith, Elder 
& Co. Price to s. 6 d. net. 

“The first thing a doctor sees when called to a 
patient is not a disease, but a' symptom; and, in 
endeavouring to make a diagnosis, he seizes first 
upon a few prominent features, which will enable 
him to say that the disease is one, of perhaps, a 
dozen. He then looks carefully for further symp¬ 
toms, and these, by a process of exclusion, gradually 
point to but one ailment. Should he find present 
a symptom that he cannot understand, he natjurally 
refers to his books. Here he meets with a fresh 
difficulty; for, in his text-books of medicine, in 
his 1 Dictionary of Medicine,* and even in his 
‘ Handbook of Diagnosis,* he finds, with rare ex¬ 
ceptions, that diseases, not symptoms, form the 
headings; the order being, therefore, the exact 
| reverse of that which takes place in his own brain. 
He has consequently to wade through page after 
page, and book after book, before he succeeds, or 
is satisfied that he has failed, in the object of his 
search. But in the present work the symptom 
forms the heading, and the diseases in which that 
symptom occurs are placed under it. A mere 
glance, therefore, will often furnish the missing 
clue.” 

The author thus explains the scheme of this 
book, which he justly claims as original in design- 
and exhaustive in execution. It consists of over 
2000 tables, which are mainly lists of conditions in 
which a particular symptom occurs, whether usually 
sometimes, or exceptionally, as well as the most 
likely disease and stage, being indicated by con¬ 
tractions. The present edition has two new features. 
To avoid the necessity for referring to other works 
whefi the symptoms point to a rare disease, brief 
descriptions of some 70 rare diseases have been 
added. We notice that there is no table on the 
causes of sudden death (which is certainly a symp¬ 
tom and may be the only symptom) and suggest 
that one be added to a future edition. A most 
useful work of reference. 
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Serums, Vaccines, and Toxins. By Wm. Cecil 
Bosanquet and John W. H. Eyre. (Pp. 
viii + 456, illustrated.) Cassell & Co., 
London and New York. Price 9 s. 

This work forms one of a series of valuable 
monographs devoted to modern methods of treat¬ 
ment published by this firm. The present 
significance and value of a practical knowledge 
of this branch of medicine, enhanced if this were 
possible by the experiences of the war, makes this 
book of particular value. The manner in which 
the subject is expounded is a model in every way. 

Here is a rather complex subject, necessarily 
unfamiliar to many busy members of the profession, 
and likely in description to be over laden with 
detail or obscured by theoretical considerations. 
Both these pitfalls are avoided. Moreover, not 
only is the subject matter described in clear 4 and 
ordered style, but in the detailed description of 
technique the book is valuable to the practitioner. 

Each disease in which serums or vaccines have 
proved of value is taken in turn, the efficacy of 
each specific form of treatment is judged, author 
and reference duly recorded, and statistics, where 
of value, are inserted. A summary is added to 
each chapter, in which the authors sum up the 
evidence and express their balanced judgment 
in clear and unmistakable terms. It is this 
feature, especially, which gives special value to 
this book. The practitioner, above all, requires 
guidance amonst the many forms of cure : he will 
find all he requires here. For the scientific 
practitioner this book is almost indispensable. 


Clinical Methods. By Robert Hutchinson 
and Harry Rainey. Sixth Edition. (Pp. 
xiii + 664, illustrated.) Cassell & Co., London 
and New York. Price 10 s. 6 d. net. 

This familiar and successful little volume now 
reaches its sixth edition. The prosperity which it 
has well earned has caused it to become rather 
bigger than it was; this, we learn, is due to addi¬ 
tions more especially in bacteriological methods 
and other later methods of examination. The 
general plan of the work has been preserved; this 
is good, and criticism can only be offered upon 
quite minor points of detail. Some of the 
sphygmograph tracings could, with little feeling of 


sacrifice, be omitted, and a more graphic account 
might be given of the common types of cardiac 
arrhythmias. The estimation of the diastatic 
ferments in the urine and the blood might, 
perhaps, have been added as an aid to the estima¬ 
tion of pancreatic efficiency. It is doubtful if 
percussion can aid much in estimating degrees of 
dilatation of the stomach. The description of 
the parasites is very good, and the careful instruc 
tions in physical methods of clinical examination 
are admirable. An essential book for students 
and practitioners. 


Medical Diseases of the War. By Arthur F. 

Hurst. (Pp. 151.) Edward Arnold, London. 

1917. Price 6 s . net. 

Majpr Hurst has been favoured with admirable 
opportunities for seeing at first hand, in several 
seats of war, the common and invaliding diseases 
of the armies, and he has produced an interest¬ 
ing book upon his observations. In functional 
nervous disorders the author finds hypnosis a valu¬ 
able remedy. The dysenteries are fully described, 
and the value of anti-dysenteric serum for the 
bacillary form is emphasised. Some interesting 
notes are recorded upon a type of beri-beri occur¬ 
ring amongst the Gallipoli soldiers, and a view, 
new to us, of its relation to jaundice and duo¬ 
denitis, is brought forward with considerable 
weight of deductive evidence. Trench fever, para¬ 
typhoid, epidemic jaundice, nephritis, gas-poison¬ 
ing, and soldier's heart are described. The work 
forms a useful compendium of medical knowledge 
of immediate application to the present problems 
of the war. 


Studies in Malaria. By Captain Hugh Stott, 
I.M.S. (Pp. vi -f 190, illustrated, 50 charts, 
32 tables.) Thacker, Spink & Co., Calcutta. 
Price Rs. 7/8. 

Captain Stott, working at Mandalay, investigated 
with great care the incidence of malaria amongst 
the troops and permanent personnel stationed at 
Fort Dufferin. The surroundings, picturesque but 
full of breeding grounds for the anophiles, were 
unfavourable. Conclusions based upon statistical 
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evidence gained especially in two regiments 
stationed in Mandalay, suggested that mosquito 
nets are of special value, and that prophylactic 
quinine has very small merit. The author speaks 
highly of the value of subcutaneous and intra¬ 
muscular injection of quinine. Ten grains may 
be given in this way. The painful indurations 
sometimes produced may be avoided if the bi¬ 
hydrochloride is used, and the parts gently mas¬ 
saged for some hours afterwards. This method 
was found advisable in 1 out of io cases. The 
intravenous method is also useful in malignant 
cases. Salvarsan has not met with great success 
in the author’s hands. His observations have all 
been carefully made, and are treated in a scientific 
spirit. 


Modkrn Medicine and some Modern Reme¬ 
dies. By Thomas Bodley Scon', L.R.C.P., 1 
M.RC.S. London: H. K. Lewis. (Crown 
Svo, pp. xv + 159. 4s. 6 d. net.) 

Those who have read 1 The Road to a Healthy 
Old Age’ will give a hearty reception to this book, 
the preface to which is from the pen of the late 
Sir Lauder Brunton. In many ways the work 
reminds one of Dr. Murray’s ‘ Rough Notes on 
Remedies.’ It opens with a chapter on disorders 
of the heart, which will repay close reading. Dr. 
Scott evidently assumes that the estimation of 
blood-pressure by the sphygmomanometer is a 
routine practice. We should be glad to think 
he was right, but the errors made in the early diag¬ 
nosis of kidney disease point the other way. The 
chapters on Arterio-sclerosis are excellent on 
Therapeutic Speculations and Doubts. The 
latter is really a clinical application of Schafer’s 
work on the endocrine glands and internal secre¬ 
tions. Dr. Scott has most to say on the adminis¬ 
tration of thyroid and suprarenal extracts. The 
last chapter is on bronchitis and bronchial asthma, 
in which the author extolls vaccine treatment. 
Wee idially recommend this most readable book 
as a clinic 11 manual. 


Abdominal Hemorrhage of Ovarian Origin. 

—Emil Novak points out that grave abdominal 
haemorrhage is not by any means “ pathogno¬ 
monic ” of extra-uterine pregnancy. He saw in 
consultation at 8 p.m. a girl, aet. 15 years. She had 
been seized at noon with violent pain in the right 
iliac fossa, nausea, and some vomiting. When 
seen by her medical attendant at 7 p.m. there was 
rigidity of the right rectus, the pain was still 
localised in the right iliac fossa, and th,e patient 
was pale and prostrated. The temperature was 
99 0 F. and the pulse 120. The writers examination, 
an hour later, confirmed these findings. Both 
diagnosed acute appendicitis. The only dis¬ 
crepant symptom was the marked pallor, suggesting 
internal haemorrhage, due perhaps to ectopic 
j pregnancy. No support for this idea could be 
j obtained either from the patient’s history or from 
physical examination. Menstruation had com¬ 
menced at 14, and had been somewhat irregular 
during the first year, but had recurred regularly 
every 4 weeks. The last period occurred 10 days 
previously, and had been normal in amount and 
duration. There were no symptoms cf early 
pregnancy. Rectal examination showed the 
uterus to be small and anteflexed. Nothing de¬ 
finite could be made out in the sides of the pelvis. 
Blood examination revealed a leucocytosis of 
20,000, with 90 per cent, of polymorphonuclears. 
Haemoglobin was estimated at 45 per cent. The 
pulse had risen to 138, the temperature to 100*2° F., 
and shock was pronounced. 

The abdomen was opened by a right rectus 
incision. When the peritoneum was incised, a 
large quantity of liquid blood escaped. As the 
pain had been in the right iliac fossa, the right 
tube was brought up into the incision, but it was 
normal. The left tube, on the other hand, con¬ 
tained, at about its middle, a small dark bluish 
nodule measuring only about 1 cm. in diameter. 
This the writer assumed to be a tubal gestation, 
although its surface was absolutely smooth, with¬ 
out any point of rupture. Moreover, the remainder 
of the tube, both proximal and distal, appeared 
normal. The fimbriated end was free, and there 
j was no sign of bleeding from it, as in a tubal 
I abortion. As the symptoms had pointed so de¬ 
finitely to trouble on the right side, the right 
I adnexa were again quickly examined, in spite of 
1 the patient’s rather alarming condition. The right 





ABDOMINAL H/EMORRHAGE OF OVARIAN ORIGIN. |_ Clinical Journ., 


232 


ovary, while perfectly free from adhesions, showed 
a mound of somewhat ovoid form, measuring 
2*5 cm. in length, and extending over most of the 
length of the organ. It was evidently a simple 
follicular cyst. At its summit was an irregular 
opening, apparently a point of rupture, to which 
was adherent a dark blood-clot. The opening 
and the cavity to which it led were stuffed with 
clots. The walls of the cyst were thin, and there 
was no macroscopic suggestion of lutein tissue. 
Owing to the condition of the patient, it was con¬ 
sidered inadvisable to resect the cyst-bearing 
portion of the ovary. Two deep figure-of-8 
sutures of chromic catgut controlled the entire 
cyst cavity. The left ovary and the appendix were 
quite normal. At the close of the operation the 
patient was in a state of shock, but promptly 
responded to saline rectal infusions and stimulants. 
Recovery was uneventful. 

This form of abdominal haemorrhage is very 
rare. A complete survey by von Beust in 1914 
revealed only 36 cases in the literature. Since 
then, only 3 cases have been reported. Thus the 
writer’s case seems to be the fortieth on record, 
although there can be little doubt that many 
others have been unrecognised or not reported. 
The foregoing figures do' not include the cases 
of haemorrhage resulting from ruptured ovarian 
pregnancy, or that which accompanies the occa¬ 
sional rupture of Large ovarian cysts. 

A point of special interest in the present case is 
the tiny unruptured tubal pregnancy on the left 
side. Although sure that the haemorrhage could 
not have come from this tube, the writer invoked 
the aid of the microscope. He submitted the 
specimen to Prof. Franklin P. Mall, who reported 
as follows : 

“The enlargement in the middle third is due to 
distention by a blood mass, embedded in which is 
a chorionic sac, its villi extending out irregularly 
into the blood-clot. Within the chorion is a par¬ 
tially contracted amnion separated from the chorion 
wall by a gelatinous magma. There is no trace of 
the embryo* It is evidently rather a long-standing 
ectopic pregnancy which did not stop the menstrual 
periods. It seems very likely that the haemorrhage 
occurred from the ruptured cyst in the ovary. The 
clot in the left tube seems to be an old one, and 
there was no evidence of recent bleeding.” 

The co-existence of tubal pregnancy .—While a 


number of cases have been recorded of ovarian 
haemorrhage in connection with intra-uterine preg¬ 
nancy, this case appears to be the^nlyone with 
unruptured ectopic pregnancy. In one case, how¬ 
ever, that of Hedde, there was, in addition to # a 
ruptured corpus luteum cyst of the left ovary, also 
a ruptured tubal pregnancy on the right side. The 
latter was almost surely responsible, in large 
measure at least, for the large amount of blood 
found in the abdominal cavity. Hedde refers to 
a case reported in 1848 under the caption of 
“ Rupture of Tube and Ovary, followed by Internal 
Haemorrhage and Exitus.” Death occurred 20 
hours after the onset of pain, with symptoms of 
internal haemorrhage. Necropsy revealed, in addi¬ 
tion to a ruptured right tubal pregnancy, the left 
ovary enlarged to the size of a small apple, its 
interior filled with blood, and its surface showed 
a rupture “ one-third of a thumb breadth ” in size. 
Theoretically, it might be thought that pregnancy, 
either normal or ectopic, might exert a predisposing 
influence on account of the associated hyperemia. 
In the present case, however, the tubal pregnancy 
was very small, and possibly, as Prof. Mall sug¬ 
gested, old and retrogressive. Further questioning 
of the patient, after operation, failed to throw any 
additional light on this possibility. 

Causes of luemorrhage from the ovary .—The 
causes of abdominal haemorrhage from the ovary— 
what might he called perforative ovarian haemor¬ 
rhage—are similar to those of ovarian haemorrhage 
of the non-perforative type, in which the haemor¬ 
rhage is confined in the ovary, giving rise to 
haematomas of various sizes. The principal pre¬ 
disposing factors are conditions which bring about 
hyperaemia of the ovary. This hyperaemia may be 
of either the active or the passive type. Practically 
always the bleeding occurs from the thecal vessels 
of structures derived from graafian follicles* 
Frequently it comes from the walls of atretic 
follicles, but even more often from the walls of 
corpora lutea or corpus luteum cysts. The occur¬ 
rence of free bleeding from the ovary into the 
abdominal cavity would thus depend largely on 
the location of the follicular structure involved. 
If it lies near the surface it can easily be under¬ 
stood that the thin wall may be broken through by 
the blood which escapes from the engorged blood¬ 
vessels in its walls, and free abdominal haemorrhage 
thereby result. 
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Trauma and ovarian hemorrhage .—In 9 cases, 
according to von Beust, trauma was thought to 
play a role in the causation of the haemorrhage. 
One patient died immediately after washing 
clothes. Rupture occurred during a dance, in 
another case, as the result of a misstep, and in a 
third case from intrapartum compression of the 
ovary. Finally, severe abdominal haemorrhage 
followed rupture of a small ovarian cyst by bi¬ 
manual examination. This accident probably is 
not uncommon, although it is not always recog¬ 
nised. It is extremely easy to rupture a thin- 
walled cyst by bimanual examination, especially 
under anaesthesia. Novak experienced a start¬ 
ling sensation from collapse between his fingers 
of g small thin-walled cyst during examination 
under ether preliminary tp laparotomy. When 
the abdomen was opened, the small, flattened cyst, 
which had been about the size of a walnut, was 
readily seen. Fortunately less than a tablespoonful 
of blood exuded into the pelvis. 

Source of bleeding .—In the case now reported 
the bleeding came from an atretic follicle, con¬ 
stituting what clinically may be designed as a 
follicular cyst. Microscopic examination, unfor¬ 
tunately, was not possible. The thin walls, without 
a yellow layer, are reasonably good proof that it 
was not a corpus luteum structure, which can 
usually be easily recognised with the naked eye. 
Nor was there the slightest ground for suspecting 
ovarian pregnancy. Of 23 cases in which the 
source of the bleeding is mentioned, a copus 
luteum or corpus luteum cyst, is given in 18, and a 
follicular cyst or atretic follicle in 5, including the 
present one. 

Degree of hemorrhage. —The amount of blood J 
escaping into the abdominal cavity varies between I 
rather wide limits. In some cases it is quite small, ! 
being confined altogether to the pelvis. In much 
the larger number of cases, however, the haemor- 1 
rhage was very large, and, in quite a number, 
cataclysmic. Two patients each lost two litres of I 
blood, one 1*5 litres ; in fatal cases losses of 3 pints ' 
and 6 ib. have been recorded. I 

Clinical characteristics .—There is nothing charac¬ 
teristic in the symptomatology of ovarian haemor¬ 
rhages. Hence they are rarely diagnosed until ! 
the abdomen is opened. In the cataclysmic cases j 
the onset is sudden. Pain is often violent and is 1 
located over the affected side, although it often I 


spreads to other parts of the abdomen. Nausea 
and vomiting are common symptoms. In right¬ 
sided haemorrhage, therefore, it is easy to under¬ 
stand why these cases have usually been diagnosed 
as acute appendicitis. Blood examination is likely 
to increase the deceptiveness of the picture, for 
j moderate leucocytosis is the rule. If the internal 
I haemorrhage is great, the anaemia and perhaps air 
! hunger may make one doubt the existence of a 
simple appendicitis. The pulse is accelerated to a 
degree depending on the amount of bleeding and 
shock. As in other forms of internal haemorrhage, 
the temperature may be subnormal, though this is 
not always so. Perhaps even more frequently 
haemorrhage of ovarian origin is mistaken for extra- 
uterine pregnancy. Here again the sudden onset, 

I with symptoms of grave internal haemorrhage, are 
misleading elements. The possibility of ovarian 
haemorrhage should be borne in mind in cases of 
j supposed acute appendicitis in women, especially 
i when there are also symptoms of internal haemor- 
j rhage. Even after opening the abdomen, the 
I clinical picture of ruptured ectopic pregnancy is 
closely mimicked by haemorrhage from the ovary, 
j — Journ . American Med. Assoc., p. 1160. 


“ Silent Peritonitis ” and Sudden Death.— 

J. Minet refers to the fact that acute peritonitis 
usually produces such a disturbance that it cannot 
pass unperceived; and that the term latent peri 
ionitis, if used, is applied to the first stage of 
| chronic peritonitis. It is difficult to conceive acute 
peritonitis causing sudden death, in the strictest 
sense of the term, without in the least betraying 
its existence. Yet such occurred in the following 
cases. 

A soldier, aet. 46 years, engaged in clerical work, 
was found dead in his bed at 2 a.m. On the 
previous day at the time of the visit of the medical 
officer he complained of pain on micturition. 
** Pyuria and albuminuria” was found and rest 
ordered while awaiting the result of a complete 
examination of the urine. According to his com¬ 
rades he did not appear to be ill during the day 
and he worked a little, though exempt, dined as 
usual in the evening, and went to bed at the same 
time as the others. It was by accident that he was 
found dead. 
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At the necropsy the brain and meninges, oeso¬ 
phagus and air passages, lungs and heart showed 
nothing abnormal. The peritoneal cavity con¬ 
tained false membranes of recent date connecting 
the intestinal coils with one another. The pelvic 
cavity was shut off by a mass of thick and hard 
old adhesions in the middle of which was enclosed 
the appendix. These adhesions surrounded an 
oval aperture 6 cm. in diameter through which 
passed a loop of small intestine, of the colour of 
wine lees and measuring metres. At each end 
was a deep groove of strangulation and the whole 
length was dotted with small haemorrhages and 
ecchymoses, of the size of a 50-franc piece at the 
insertion of the mesentry. The abdominal organs, 
particularly the liver and kidneys, were congested. 
The right kidney contained a tubercle of the size 
of a filbert. The bladder was filled with purulent 
urine. 

Case 2.—A soldier, aet. 45 years, engaged in 
munition work came to hospital complaining of 
dyspnoea and cough. Rales were heard over the 
chest, especially at the base. He was put to bed, 
cupped, and given cardiac tonics, but did not 
improve. He slept towards evening, but was 
found dead in his bed on the following morning. 
As he worked with dinitrophenol, pulmonary 
oedema due to poisoning was suspected. 

At the necropsy, oedema of the whole of the 
lower limbs and hands was observed. The skin 
was of a golden-yellow colour. The lungs were 
very congested at the bases, but there was no true 
oedema. On the surface of the heart were patches 
of “ milky ” pericarditis, the mitral valve was slightly 
thickened at the free border, the cardiac cavities 
were filled with clot. The abdomen contained 
purulent fluid, estimated to amount to i£ litres, 
and recent false membranes uniting the intestinal 
cords to one another. A mass of adhesions sur¬ 
rounded the caecum and neighbouring coils and 
was adherent to the abdominal wall. In the centre 
of this mass was the appendix divided into two 
parts by a kind of strangulated groove. The 
proximal was dilated and filled with thick pus in 
which floated a stercoral concretion. The spleen 
was large and weighed 400 grm. There were 
“ large white kidneys.” 

Case 3 —A man was knocked down by a violent 
kick in the abdomen and fainted. After a little 
time he got up and went home without much 


difficulty. He rested for a moment, and then, 
feeling quite well, went to the police station to 
complain. Next day he went to work and, accord¬ 
ing to his wife, felt no pain. On the 4th day he 
had a vague feeling of malaise, vomited some 
green fluid, lay down, and died in a few minutes. 

At the necropsy, the peritoneal cavity was found 
full of fecal matter and purulent fluid. The 
intestinal coils were congested and had lost their 
polish. There were two perforations of the small 
intestine with all the characters of a burst; the 
mucous membrane was everted, the orifice was 
irregular, and there were no pathological changes 
in the intestinal coats, but slight ecchymotic infil¬ 
tration in the neighbourhood. The abdominal wall 
showed no sign of injury. 

The assailant was prosecuted but was acquitted 
because the writer could not swear positively that 
there was a relation of cause and effect between 
the kick and the peritonitis. 

In spite of many differences, clinical and patho¬ 
logical, these 3 cases have one point in common, 
/. e. sudden death from acute peritonitis, which was 
absolutely “ silent ” during life. Sudden death 
was veritably monosymptomatic of the peritonitis. 
The point does not appear to have received 
attention from medical jurists. Brouardel and 
Vibert have reported cases of acute intestinal 
occlusion, and even of chronic obstruction, in 
which the unexpected onset and clinical picture 
aroused suspicion of poisoning. Perforation of 
latent ulcer of the stomach or duodenum is not 
fatal for at least some hours, during which acute 
peritonitis manifests itself plainly. But in the 
cases related above symptoms of peritonitis were 
completely absent. —Bulletins de la Sac. Med. des 
Hdpitauxy p. 118. 


Intestinal Obstruction due to a Hass of 
Round Worms. —J. M. Perret and H. T. Simon 
point out that in the latter half of the nineteenth 
century opinion was divided as to the possibility 
of Ascaris lumbricoides being the cause of intestinal 
obstruction; Leichenstern and Treves opposed 
this view, while Trousseau, Bretonneau, and Stutz 
upheld it, each having* been among the first to 
report cases. Bordoroni and Stepp in 1887 re¬ 
ported two cases, both of which were confirmed 
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post-mortem. Simon, in 1892, while holding a 
necropsy in a case of intestinal obstruction, found 
the cause to be a mass of round worms. Botoff, 
in 1897, reported a case of obstruction, perforation, 
and peritonitis, in which the necropsy revealed the 
presence of 500 round worms. Van Meter reported 
the case of a child, set. 5 years, with a sausage-like 
mass above and to the left of McBurney’s point. 
Operation revealed in the lower part of the ileum 
a coil of round worms causing complete obstruc¬ 
tion ; the patient recovered. Vickery reported 
the case of a pregnant woman with symptoms of 
intestinal obstruction and a history of vomiting 
several round worms ; after a dose of santonin, 
followed by castor oil, she vomited 12 round 
worms. The symptoms of obstruction disappeared, 
and, excepting for the sudden termination of ges¬ 
tation, she made an uneventful recovery. The 
writers have observed the following case : 

A girl, jet. 8 years, was sent to hospital for 
operation with the diagnosis of acute intestinal 
obstruction. The family history was of interest; 
her 5 sisters and brothers had passed round worms 
on many occasions. The child herself had fre¬ 
quently passed round worms since the age of two. 
Five days before admission she was seized with 
a pain in the right lower abdominal quadrant, 
accompanied by slight elevation of temperature. 
On the second day she began to vomit a clear 
watery fluid, and this continued up to the time 
of admission. A dose of castor oil was given the 
second day and only a small stool passed. 

On admission the temperature was ioi° F. The 
child was poorly developed and nourished. The 
skin was of a slight sallow tint. The glands in 
the neck and groin w'ere enlarged. The eyes were 
sunken, with dark hollows under the orbits. The 
tongue was dry and coated. The throat, nose, 
ears, and heart were negative. Coarse mucous 
rales were heard over the lower half of the right 
lung, both anteriorly and posteriorly. The abdomen 
was distended and tympanitic. In the left lower 
abdomen, in the region of the sigmoid, a mass of 
the size of a large lemon was felt. 

An enema was given, and returned coloured 
with feecal matter and containing a mass of the 
size of a child's closed fist, consisting of 40 round 
worms, coiled and interwoven. The distention 
was relieved, and, excepting for a rise in tempera¬ 
ture for S hours, the patient improved. But for 
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I acute bronchitis, developed on about the seventh 
I day, recovery was uneventful. 

I Most cases of intestinal obstruction due to 
I round worms were diagnosed at the necropsy or 
on the operating-table. Seldom, as in this case, 
has the mass of worms been expelled through the 
natural channels.— Journ. American Med. Assoc ., 
p. 244. 

i 

i Air Embolism in Eclampsia.— W. Latzko 
reports the case of a nullipara, aet. 31 years, who 
had menstruated last in June, and who had pre¬ 
viously been quite well, developed, fits and became 
unconscious in March of the following year. The 
fits recurred every 20 to 30 minutes, and the 
unconsciousness persisted. Apoplexy was diag¬ 
nosed by her medical attendant, who sent her to 
hospital, where the condition was recognised as 
eclampsia. Her legs were oedematous. The 
respiration was de$p and sonorous. She was very 
cyanosed and dyspnoeic, and the pulse was rapid. 

| The urine contained much albumin; but the 
| sugar, aldehyde and diazo reactions were negative. 

1 The sediment contained numerous red cells and 
* casts. The thyroid gland was enlarged. The 
uterus extended more than a hand-breadth above 
the umbilicus, the foetal head was palpable above 
I the symphysis, and the back of the foetus faced 
i forwards. The membranes were not ruptured, and 
' the foeftal heart sounds were not audible. The 
cervix was short and admitted one finger. Ballotte- 
ment was demonstrable. Owing to the alarming 
j state of the patient, immediate vaginal Caesarean 
I section was undertaken. 

1 A transverse incision was made in the anterior 
; vault of the vagina, the bladder was pushed aside, 
and a median incision was made in the anterior 
wall of the cervix. The membranes were ruptured 
and meconium-stained liquor escaped. Forceps 
| were applied to the head, the second blade being 
| introduced with great difficulty, having to be with¬ 
drawn and re inserted several times before a satis¬ 
factory hold could be secured. While traction 
was being exerted under difficulties, the anaes¬ 
thetist found that respiration had ceased. The 
j forceps were removed, a vaginal tampon was 
i inserted, and artificial respiration was performed 
for half an hour without effect. The heart-sounds 
j were inaudible from the beginning of this attack, 
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and an injection of i c.c. of adrenalin direct into 
the heart also proved futile. 

It was thought that death was due to a combina¬ 
tion of the coma, the eclampsia, and the anaesthetic. 
But the necropsy showed that though the typical 
changes following severe eclampsia were present, 
the immediate cause of death was air embolism. 
The much dilated right side of the heart contained 
large bubbles of air. The coronary veins also con¬ 
tained much air, and bubbles were found in the 
hepatic veins and in the veins of the broad 
ligament. 

Air embolism is comparatively rare in gynae¬ 
cology, but it occurs sometimes in association with 
placenta praevia. In this case the difficulties 
experienced with the forceps, one blade of which 
had frequently to be re inserted, led to the intro¬ 
duction of large quantities of air into the vagina 
and uterus. The veins opened on vaginal Caesa¬ 
rean section must have absorbed some of this 
air, the entry of which into the body was probably 
facilitated by the patient’s dyspnoeic respiration. 
As a rule, the risk of air embolism in vaginal 
Caesarean section is negligible. The patient being 
in the lithotomy position, a positive pressure is 
maintained in the veins of the uterus and pelvis, 
and the veins opened by section of the cervix are 
comparatively small. The writer does not directly 
connect the air embolism with the eclampsia, but 
he adds that Kolisko has found that air embolism 
is not rare as a sequel to an attack of eilampsia 
following the completion of labour.— Zcniraiblatt. 
fur Gyn ., p. 303. 


Addison's Disease in a Girl, set. 13 years — 

J. Comby records the following case, which is of 
interest because of the rarity of Addison’s disease 
in young subjects. 

A girl, set. 13 years, was admitted to hospital. 
She was the only child of a healthy mother, but 
her father had died of phthisis 8 years previously. 
She had been apparently healthy till about 7 weeks 
before admission, when she bathed in a river 
during a menstrual period. Menstruation ceased, 
a rigor followed, and since that time her strength 
had gradually failed. The skin of the whole body 
was of a deep bronze colour, resembling that of a 


Hindoo. The face had a peculiar livid colour, the 
lips were very dark, and the nipples and their 
areolae were absolutely black. Other parts of the 
body showed irregular darker patches. This pig- 
1 mentation had gradually appeared, but was of 
recent date. The patient complained of extreme 
weakness, which prevented her from assuming the 
erect or even the sitting posture. She complained 
of want of appetite and repeated spontaneous 
vomiting. The pulse was rapid, small, and almost 
imperceptible at the wrist, while the lowering of 
arterial tension was evident. There were no pul¬ 
monary symptoms, and she slept well and replied 
intelligently to questions. On admission the tern, 
perature was normal, but after a week it rose 
gradually to ioo° F., falling to normal in the 
morning. During the day preceding death (a fort¬ 
night after admission) it remained about 99 0 F. ? 
continuing at this level till the evening of the 
■ following day, when it rapidly rose to 102*5° F. 
immediately before death, which occurred suddenly. 

She was treated without apparent benefit by 
| adrenalin chloride in doses of 5 drops twice daily, 
the amount being increased later to 7, and ulti- 
) mately to 10 drops. 

The necropsy showed general adhesion of the 
pleurae to the chest-wall, evidently of cld standing, 
i but no tubercles were seen in the lungs, either on 
the surface or on section. The bronchial glands 
1 were intact, and, contrary to rule, there was no 
tuberculosis of the mediastinal glands. The right 
j suprarenal capsule was much enlarged, nodular, 

| and softened. On section a caseo-purulent fluid 
escaped, and it was impossible to distinguish any 
| normal tissue. The kidney of the same side 
showed several yellowish tubercles. The left supra¬ 
renal was enlarged, but less so than the right. It 
contained numerous yellow, tuberculous granula- 
| tions, but there was no suppuration. The left 
' kidney also presented some scattered tubercles. 

In spite of the youth of the patient the case is 
! typical both in clinical course and post-mortem 
findings, though the former was short and rapid, 

| and the latter so advanced as to be incompatible 
j with life .—Archives de Med. des Enjants , p. 28. 
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RINGWORM. 

1 

B> H. G. ADAMSON, M.D., F.R.C.P., 

Physician for Diseases of the Skin at St. Bartholomew’s 
| Hospital, 

i _ 

• The general public, and, indeed, many medical 
men continue to regard ringworm as a single 
disease. But the researches of Sabouraud, first 
published 25 years ago, and continued by him and 
by others to the present time, have taught us that 
there are from 30 to 40 distinct varieties of ring¬ 
worm fungus, each of which gives rise to a different 
clinical picture. It is quite unnecessary for the 
practitioner to know and distinguish all these 
forms of the disease, but it is well that he should 
have a clear conception of some 5 or 6 different 
clinical forms which r present themselves in practice 
under different circumstances. 

First there is ringworm of the scalp, Tinea 
tonsurans, an affection of the hairy scalp in child¬ 
hood, but which very rarely indeed attacks the 
scalp in adults, and which is important mainly 
because it necessitates isolation of the infected 
child, and interferes with its education. In 
another group we have all those ringworms which 
invade the smooth skin of the face* limbs, or 
trunk in children and in adults, the so-called 
Tinea circinata. Many of these body ringworms 
are of animal origin, and derived either from the 
cat or dog, or from cattle or horses. They give 
rise to more inflammatory ’ lesions than do the 
ringworms of human origin, and so present quite 
a different picture from that of the scalp ring¬ 
worms. As a third clinical type we have Tinea 
barbae, or ringworm of the beard. As a fourth, 
Tinea unguium, ringworm of the nails, and, finally, 

| the important group of eczematoid ringworms 
j of the groin (Tinea cruris), and of the interdigital 
j spaces, and of other parts of the hands and feet. 

! It will be unnecessary here to go deeply into 
i the bacteriological side of the recent researches on 
I ringworm, but a few main facts may be noted. 
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The infection is conveyed from an infected person 
or animal to another by the loosened fragments of 
hair or scales which contain fungus, or, in the case 
of the more virulent and inflammatory animal 
ringworms, by pus, containing fungus. By im¬ 
planting a portion of infected hair or scalp upon a 
suitably prepared medium, such as glucose or 
maltose peptone-agar, or cooked potato, cultures 
are obtained which are characteristic for each 
variety of fungus. It is by the characteristic 
appearance of cultures, and by examination of the 
fruit-organs of different cultures, that the several 
varieties have been isolated; so that an expert can 
judge from the appearance of a culture whether 
the disease is of human origin or derived from a 
cat, dog, horse, calf, bird, etc. Under the micro¬ 
scope the ringworm fungus is seen to consist of 
mycelium and spores. In artificial cultures the 
mycelium grows rapidly, and forms dense, felted 
masses, from which there spring aerial spore-bear¬ 
ing fruit-organs. When growing in the hair or 
epidermis, fruit-organs are not formed, but spores 
are produced by short jointing of the mycelium, 
so that both spores and mycelium may be seen 
(Figs. 1 and 2). 




Fig. 2. —Diagram of hair showing the early stage of 
invasion by the mycelium, which is seen growing 
down from the horny layer of the epidermis into the 
shaft of the hair. 

In order to understand how it is that these 
various fungi give rise to the eruptions on the skin, 
and to the affections of the hair and nails, which 
we call “ ringworm,” it is necessary to study its 
manner of invasion of these structures. 

! In the first place, it is to be noted that the 
fungi of ringworm do not invade the deeper tissues 
1 as do many micro-organisms, but that they flourish 
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only among the horny-cells of the epidermis, of 
the hair, and of the nails. The inflammatory 
reactions, to which ringworm fungus gives rise, are 
set up, therefore, by the toxins which it secretes 
while it grows in its pitd-a-terre among the horny- 
cells. The inflammatory reaction varies in degree 
according to the virulence of the particular variety 
of fungus. In some of the “human” forms the 
inflammation is so slight as to give rise merely to 
the appearance of redness and scaling, while in 
many ringworms of animal origin, the reaction 
varies from vesication to pustulation with deeply- 
'seated cell-infiltration. 

The fungus always invades first the epidermis 
and gets a hold there before it attacks the hair or 
nails. This is very well seen in the ordinary 
ringworm of the scalp; where the disease begins as 
a small scaly patch, due to the growth of the 
fungus in the horny epidermis. It is only when 
the scaly patch has reached a certain size that the 
fungus begins to invade the hairs. It then sends 
strands of mycelium down the shaft of the hair 
(Fig. 2), and these divide and multiply until the 
hair becomes choked with fungus (Fig. 3). The 
fungus grows only in and around the hair and 
always stops short at the soft bulb. It is this 
complete invasion of the hair which leads to its 
becoming fragile, so that it soon breaks short and 
forms the stump which is the characteristic clinical 
feature of Tinea tonsurans (Figs. 4 and 5). 

Tinea Tonsurans, or Ringworm of the 
Scalp. 

This is a disease of childhood. It occurs in 
children of all ages, from infancy to puberty, but 
it is very rarely seen on the scalp of *an adult—*0 
rarely that one may observe thousands of cases in 
children, without meeting with a single case in an 
adult. 

Ringworm of the scalp is very contagious, and 
the infection is no doubt conveyed by broken 
hairs, and by scales directly, or by means of 
pillows, cushions, brushes, and caps. Popular 
horror of this complaint makes a child known to 
be affected a sort of social outcast. He, or she, 
is prevented attending school, or mixing with other 
children, and because the disease is refractory to 
treatment, this period of exclusion may extend over 
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Fig. 3. —Diagram of complete stage of invasion of hair 
in small-spored ringworm. Mycelium is seen in the 
hair-shaft and ending in a fringe at the soft bulb. 

A sheath of spores surrounds the hair. 

many months or even years. Without particular 
care, ringworm of the scalp is easily overlooked, or 
a case is wrongly regarded as cured, and the 
infected child is allowed to mix with others, and 
to spread the disease widely before the outbreak 
is discovered. It is, therefore, important for a 
medical man to be able to recognise the disease 
with certainty and to be able to say when it is 
cured. To be able to distinguish the different 
varieties of ringworm is of much less importance. 
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Fig. 4. —The broken stump of Fig. 5. —The stump of 
an invaded hair in small- hair in darge-spored 

spored ringworm. The cuticle endothrix ringworm, 

of the hair is eroded, a feature Note that the cuticle 
characteristic of small-spored here remains intact, 
ringworm. 

Mistakes are liable to be made in two directions. 
A case of ringworm may be overlooked and 
regarded as merely a “ scurfy head ; or a patch 


of Alopecia areata is wrongly diagnosed as ring¬ 
worm. These errors can be avoided by a careful 
examination, with the knowledge of what to search 
for. 

Small-spored ringworms .—The majority of cases 
of Tinea tonsurans are due to a small spored 
ringworm or Microsporon audouini. In a typical 
case the scalp shows a rounded circumscribed scaly 
patch, or patches, on which mQst, but generally not 
all, of the hairs are broken short. The broken 
hairs look opaque and lustreless compared with 
the normal hairs around. If the finger is passed 
over the patch, the hairs feel soft and velvety, not 
bristly, like hairs that have been cut. They have 
lost their elasticity, so that when firmly stroked 
w’ith the blades of a forceps they do not fly back, 
but remain bent in all directions. On attempting 
to pull out one of these broken hairs it breaks off* 
without any resistance, whereas a normal hair resists 
but finally comes out by the root. A broken 
stump on a patch of Alopecia areata also resists, 
but eventually comes away with an atrophied root. 
These four features—broken-off, lustreless, non¬ 
elastic, fragile—make up the character of the 
“ringworm stump.” It is this ringworm stump 
which one looks for in making a diagnosis ; and no 
case is cured so long as one such stump remains. 

In some cases there are very few scales on the 
patch, so that the broken stumps are easily seen, 
like a stubble field ; but in other cases the patch 
is thickly covered with scales, which mat down or 
mask the stumps, and these then require carefully 
searching for. In an early case of ringworm there 
may be only one patch, but generally there are one 
or more daughter patches, or they may be so 
numerous in long-standing cases that the greater 
part of the scalp is involved (Fig. 6). In an 
early case with only one or two patches apparent, 
the scalp should be carefully examined for other 
recent patches, and these will often be found as 
threepenny-piece or larger slightly scaly discs, with 
or without a few r broken hairs showing that these 
have begun to be invaded. There will be sometimes 
patches also on the face or trunk, or on the glab¬ 
rous skin of adults who attend the child. These 
body patches are usually red, scaly discs, but they 
may be variously sized circinate patches (Tinea 
circinata). When the body patches are numerous 
1 and large, one may suspect a microsporon of animal 
origin, /*. e. from the cat or dog. 



October , 1917.] 


RINGWORM. 


24I 



Fig. 6.—Small-spored ringworm, showing mother and daughter patches. 


Large-sportd ringivorms of the scalp are due to j 
fungi which are called Trichophyton acuminatum, 
Tr. crateriform, Tr. violaceum, named from the 
appearances of their artificial cultures. They are 
also called Trichophyton endothrix or endo-ecto- , 
thrix to jndicate the relation of the fungus to the 
hair. 

Larged-spored ringworms are seen only now and 
then in a hospital or private clinic, and they are 
even less numerous than formerly. They used to 
be found in institutions, such as orphanages, where 
the disease was in many instances endemic and 
where a large percentage of the inmates were 
affected. But most, if not all, of these institutions I 
have now been cleared of the disease by means of 
the X-ray treatment. 

The form of large-spored ringworm which was 


endemic in these institutions was that known as 
Trichophyton endothrix. It was easily overlooked 
and very difficult to cure. No large scaly patches 
were seen as in small-spored ringworm, but only 
quite small groups of broken stumps scattered all 
over the head. In some forms the stumps were 
broken quite short like black dots—the so-called 
black-dot ringworm (Fig. 7). 

In a few cases of large-spored ringworm, however, 
one sees big patches, often single patches, and 
often more inflamed than ordinary ringworms, but 
with broken hairs. These are usually like those 
large-spored ringworms of animal origin and belong 
to the group of Trichophyton endo-ectothrix. 

The diagnosis of ringworm has already been 
referred to, and the need of learning to recognise 
the infected hair has been insisted upon. 
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Fig. 7.—Large-spored ringworm, showing small groups of broken stumps—“ black-dot ” ringworm. 


Ringworm of the scalp must be distinguished 
from Seborrhaa or Pityriasis capitis and from 
Alopecia areata. It can hardly be confused with 
impetigo. Psoriasis patches on the scalp may 
look like ringworm patches, but there are no 
broken hairs and there are psoriasis patches else¬ 
where. It often happens that a hair is plucked from 
a case of ringworm and sent to a pathologist who 
reports that there are no spores, but the 
wrong hair has been sent, a healthy and not an 
infected hair. Microscopical examination is of 
use to confirm the diagnosis when a suspected 
hair has been discovered, but it does not take the 
place of clinical observation and ability to discover 
the characteristic infected broken hair. 

The only way to be sure of these points is to 
become familiar with the broken ringworm stumps 
by examination with a lens. A watchmaker’s lens 
is best, as it can be held in the eye, leaving free 
the hands. In every case of suspected ringworm 
of the scalp—and, indeed, in all cases of scalp affec¬ 
tion in children—the lesions should be carefully 


examined under the lens, using a pair of forceps 
to turn aside the hairs, or to scfape up any scales 
in the search for such stumps as have been described 
above—/. e. stumps which are lustreless, non-elastic,, 
and which come away on slight traction, breaking 
off in the follicle. 

To confirm the diagnosis microscopically a drop 
of liquor potassae is put on to the centre of a clean 
coverglass, and the latter is gently lowered on to a 
slide bearing a suspected hair. The specimen 
thus prepared is allowed to stand for 5 or 10 
minutes, and then examined under a { in. or a in. 
objective. In the case of a small-spored ringworm 
the hair stump will be found to be jaggedly 
broken at each end; one end of the shaft will be 
comparatively free from fungus, but its surface will 
be denuded of its cuticle and eroded (a condition 
in itself practically diagnostic of small-spored ring¬ 
worm). The other end of the shaft will be 
surrounded by a sheath made up of closely packed 
rounded spores of about a third or a quarter of the 
size of a red-blood corpuscle (see Fig. 4). 
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If the hair is from a large-spore ringworm, j 
the broken stump will be packed with spores 
considerably larger than those of the microsporon, 
and the cuticle of the hair will be undestroyed 
(F'g- 5 )- 

Treatment .—When we understand how the ring¬ 
worm fungus attacks the hair, it is easy to realise 1 
why it is so difficult to cure. The fungus penetrates 
down the shaft of the hair, where it cannot be 
reached by antiseptics, and the hair cannot be i 
extracted without breaking, so that some fungus is 
always left behind. Probably no disease has had 
more remedies applied that has ringworm. The 
list would fill pages and every few months a fresh 
one is suggested, or an old one brought to light 
again. It is true that many of these remedies are 
sometimes successful, but their success is due, not 
to their anti-parasitic action, but to the fact that 
they may by chance produce inflammation which 
loosens the hairs. When this happens, the hairs 1 
fall out and with them the fungus, and the disease 
is cured. But, unfortunately, there is no remedy : 
which can be relied upon to produce sufficient in- j 
flammation in every case to which it is applied, ! 
unless indeed we employ such remedies as croton- 
oil, once a favourite remedy, but one which easily 
leads to too much inflammation, with sloughing 
and scarring. There are a few applications which 
do occasionally cure by produciug inflammation, 
but only in a very small percentage of cases. 

Among these may be 1 mentioned : 

(1) Frequently painting the patches with a strong 

solution of iodine. ( 

(2) Rubbing on ung. nitratis fort. B.P. 

(3) Daily inunction with an ointment of equal 1 
parts of common salt and vaselin. 

The last is perhaps the most efficacious, but its i 
application is painful. It often gives rise to a 
generalised pustular eruption of the scalp, which 
can be avoided by daily bathing the head with 
warm water. In a small proportion of cases by the 
use of these remedies, the patches of ringworm 
become inflamed and the hair falls out leaving bald 
patches upon which new healthy hair eventually 
grows. 

The only certain cure for ringworm of the scalp 
is the X-ray treatment. The object of the appli¬ 
cation of X rays is to produce a temporary depila- 
tion. It does not kill the fungus, but this comes 
away with the hair, and before the new hair grows 


all the fungus is removed. A measured dose of 
X rays is given to the part affected, or, if the whole 
scalp is involved, to the whole scalp. In the great 
majority of cases the disease is scattered more or 
less beyond the original or mother patch, and it is 
nearly always advisable to apply the rays to the 
whole scalp and so produce a total depilation. In 
order to X ray the whole scalp, 5 of these measured 
doses are given—one to the vertex, one to the 
crown, one to the occiput and one on each side of 
the scalp (Kienbock-Adamson method). This is all 
done at one sitting and the whole operation usually 
takes an hour or an hour and a quarter. No change 
takes place for two weeks after the application of 
the rays, but on the fifteenth c&y, the hair, both 
healthy and diseased, begins to get loose, and by 
the end of the third or fourth week the whole scalp 
is totally bald. 

After the X-ray application, no further treatment 
is required beyond daily washing of the scalp and 
the application of a simple ointment, such as ung. 
hydrarg. ammon. dil., to prevent the falling hairs 
from infecting others. The child should also wear 
a washable cap. The new hair begins to grow 
about two or three months after the application of 
the rays, and soon becomes as thick and healthy as 
before the disease and its treatment. 

X-ray treatment in expert hands is perfectly safe, 
but it should be undertaken only after experience 
has been acquired under proper tuition. Without 
great care and skill, either too small a dose may 
be given, when the hair does not fall and a cure 
is not effected, or too large a dose will lead to 
permanent baldness. By modern methods of 
measurement, a trained operator very easily avoids 
these two extremes. 

Tinia Circinata, or Ringworm of thk 
Smooth Skin. 

We may distinguish three main clinical types of 
ringworm of the glabrous skin. First, there are 
the red, slightly scaly patches, or rings, already 
referred to, which may occur on the smooth skin 
in association with ordinary ringworm of the scalp, 
either in the same patient, or in other children, or 
adults, who come into contact with him. Then 
there is a common form in which the eruption 
appears as one or more rings with vesicular margin 
on the face, limbs, or trunk, and which is a ring- 
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Fig. 8.—Tinea circinata. 





Fig. 9.—Tinea circinata. 


worm of cat origin (Figs. 8 and 9). And in the which differ only from the pustulating forms of 
third group are ringworms derived from horses and ringworm of the beard, to be presently described, 
cattle, which give rise to inflammatory plaques in that they occur on the hands or forearms 
or nodules studded with follicular pustules, and j instead of on the beard region (Fig. 10). 
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Fig. 10.—Tinea circinata and large-spored ringworm of horse origin. 

The treatment of these ringworms of the , ringworms of the smooth skin, which occur some- 
glabrous skin is simpler than that of ringworm of times on the hands, arms, or other parts, in 
the scalp, and they are cured by application of j grooms, cavalry soldiers, and farm labourers, who 

have to do with animals suffering from ringworm. 
The eruption forms raised red, carbuncular-like, 
nodules, with suppurating points at the mouths of 
the hair follicles (Fig. 11). 

In the diagnosis of Tinea barbae, one has to 
distinguish the dry forms from Impetigo contagiosa, 
that which is commonly called “ barber's itch,” in * which may be caught also at the barber’s, and the 
which the eruption appears as reddish, scaly suppurating forms from the common staphylo- 
patches, with broken hairs; and the suppurating coccal 44 Sycosis menti.” In Impetigo contagiosa 
form with carbuncular-like nodules, which is some- the distinguishing feature is the stuck-on, amber- 
times called 44 hyphogenic sycosis.” j coloured crusts ; in Sycosis menti of staphylococcal 

The first type, which is called 44 barber’s itch,” origin, instead of separate pustulating nodules, as 
is, as the name implies, generally caught from in Tinea barbae, we see a uniform infection of the 
another case by means of barber’s instruments, whole beard or moustache area. But in all cases 
The eruption consists of red scaly rings or patches, of Tinea barbie, the final test is the discovery of 
in which, on close inspection, one sees broken off broken hairs which, under the microscope, reveal 
hairs. Sometimes these patches develop subse- the ringworm fungus. 

quently into dusky red, inflammatory nodules, but Treatment .— In the treatment of Tinea barbas, 

without the suppuration seen in the second type. ! it is generally unnecessary to employ X rays as we 
In a few instances the infection may be traced to do in Tinea capitis. The more inflammatory 
birds infected by ringworm. forms clear up in a few weeks under the applica- 

The suppurating forms are derived directly from tion of the benzoic acid ointment of Whitfield 
horses or cattle, or, again, indirectly from these (acid benzoic, gr. xv, acid salicylic, gr. xv, ol coca 
animals by means of the barber’s instruments, nucis, 5iij, vaselin, ad Jj). Usually, too, the less 
They belong to the same class as the suppurating | inflammatory forms get well under this treatment, 


iodine, or of an ointment of benzoic acid (gr. xv 
ad 3j of vaselin). 

Tinea Barbie, or Ringworm of the Beard. 
This disease may occur in two forms. There is 
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Fig 11. —Tinea barbre. 


but they sometimes take longer, and X-ray appli¬ 
cations may be employed if it is desirable to 
produce a more rapid cure. 

Eczematoid Ringworm of the Extremities. 

An important addition to our knowledge of ring¬ 
worm during recent years is the discovery of the 
fact that many cases of supposed chronic eczema 
of the fingers and hands, and of the toes and feet, 
are due to infection by ringworm fungus. Not all 
eczematoid eruptions of the extremities are ring¬ 
worm, for true eczema is common on the hands 
and fingers, and cheiropompholyx and scabies 
may here simulate eczema. But in the presence 
of a case of apparent eczema of the extremities, it 
is always advisable to think of ringworm as the 
possible diagnosis. 

The feature which should make one suspect 
ringworm are : 


(1) An eczematoid eruption between the toes or 
fingers, and extending on to the sole or palm. 

(2) The affected area is sharply circumscribed* 
and, with vesicles, when present, more at the 
margin than the centre. 

(3) Often (though not always) ringworm between 
the toes or fingers is associated with ringworm 
of the groin. 

Sometimes, particularly when the eruption occurs 
where the epidermis is thick, that is, between the 
toes, or on the palms or soles, the vesicular 
character is masked and we see a central red area 
where the epidermis has peeled off surrounded by 
an overhanging collar or fringe of partly separated 
epidermis. 

In a doubtful case the diagnosis can generally 
be settled by examining in liquor potassae, under 
the microscope, a little piece of epidermis taken 
from the extreme margin of the lesion, or from 
the roof of a vesicle. It will be necessary. 
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generally, to allow the specimen to soak in the 
potash for half an hour or longer before the 
mycelium becomes clearly visible. 

Treatment .—In the treatment of these ecfcem- 
atoid ringworms of the extremities, the benzoic 
acid ointment is often sufficient, but, sometimes, 
and especially upon the toes and feet where the 
skin is thick, a more drastic treatment is required. 
A useful plan is to rub thoroughly the whole of 
the affected area, first with tincture of iodine, and 
then with a solution of nitrate of silver (silver 
nitrate, gr. x. sp. aeth. nit 3j), and repeat this 
2 or 3 times a week, in addition to the employ¬ 
ment of the ointment. 

Tinea Cruris (Dhoiue Itch or Groin 
Ringworm). 

This is an affection of common occurrence in 
India, which has become very prevalent in this 
country during the past 20 years. The disease has 
long been known as eczema marginatum, although 
it was demonstrated as long ago as 1864 that the 
scales contained ringworm fungus. In 1907, 
Sabouraud showed that this fungus was not the 
ordinary ringworm fungus, and he gave it a special 
name — Epidermophyton inguinale — because it 
seems never to invade the hairs. 

This disease may invade, not only the groins, 
but the axillae, and, as stated above, also the 
interdigital spaces. It is very much more 
common in men than in women and among the 
well-to-do than in hospital patients. It is seen 
often in epidemic form in public schools, in an 
officers* mess, and among medical students. It 
seems probable that infection takes place by 
means of water-closet seats and bath towels. 

Ringworm of the groin begins on the inner 
side of one thigh near the groin as a red, oval 
or circular patch. The patch soon extends into 
the groin and across to the opposite thigh, and 
eventually occupies both groins ^ith extension 
on to the scrotum, both thighs and backwards 
between the buttocks. After a time the centre 
of the patch becomes paler and the margin shows 
up as a red, scaly border, or as a band of minute 
vesicles or papules. The eruption itches and 
sometimes scratching leads to aggravation of the 
inflammation with excoriations and crusts. In 
many cases one finds on inspection that the 


axillae or interdigital spaces of the toes are 
involved. 

The fungus can always be easily demonstrated 
by removing a portion of scale from the extreme 
margin of the patch and examining it in liquor 
potassae under the microscope. But it often 
happens that the mycelium does not become 
visible in the specimen until the scale has been 
soaked in the potash for half an hour or longer, 
and one must not conclude that the case is not 
Tinea cruris because the specimen does not at 
once show mycelium. 

Diagnosis .—Tinea cruris may be simulated by 
seborrhoeic dermatitis and by flexural psoriasis, 
but the microscope will always settle the diagnosis. 

Treatment. —In most cases perseverance with 
the use of the benzoic and salicylic ointment will 
I effect a cure, but in a few instances it may be 
! necessary to thoroughly mop the affected area 
j with tinct. iodi., followed by silver nitrate solution, 
1 as for ringworm of the toes. 


Injury to the First Dorsal Nerve due to 
Lifting. —Hiirter reports the case of a girl, set. 
21 years. She was removing wood from a cart, 
when she suddenly felt severe pain, radiating from 
the left side of the neck, down the left arm, to the 
little finger. Examination showed nothing amiss 
with the shoulder-joint or the spine. The left 
pupil was larger than the right, and the left eyelids 
were farther apart than the right. The fundi were 
normal, and there was no other sign of nervous 
disease. Wassermann’s reaction was negative, and 
: the muscles of the arm were intact. The mydriasis 
persisted, and was evidently due to irritation of the 
j cilio-spinal centre caused by a lesion of the nerves 
I from it, which pass from the cord with the anterior 
I root of the first dorsal nerve. . The pain in the arm 
I also pointed to a lesion of this root, and it must 
I have been injured at a point central to the ramus 
| communicans, otherwise there would have been no 
| ocular signs. It is well known that injuries to the 
i shoulder and arm may rupture the nerve roots 
I near their exit from the cord; but it is not always 
' possible, as in this case, to discover signs indicating 
the position of the lesion.— Munch . Med. Woch. y 
| P- 1299. 
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ON MUSCLE TESTING IN THE 
WOUNDED. 

By C. E. IREDELL, M.D., M.R.C.P., 
Medical Officer to the Electrical Department, 
Guy’s Hospital, to the Almeric Paget 
Institute, and the Massage Department, 

2nd London General Hospital. 


The significance to be attached to a report on 
the electrical reactions of a nerve muscle organ is 
by no means so well understood as it should be. 
Text-books show that paralysis of a liinb due to 
a lesion of the brain or spinal cord is accompanied 
by normal muscle reactions while injury to a 
peripheral nerve commonly gives rise to reaction 
of degeneration, or as it is often abbreviated— 
R.D.—and thus the differential diagnosis between 
an upper and lower neurone lesion can easily 
be made. The case of a patient with a wound 
producing paralysis of a limb or group of muscles 
is more difficult and is often ignored. In such a 
case the questions that are likely to occur* to the 
surgeon are: 

(1) Does the presence of R.D mean that the 

nerve supplying the muscles is divided ? 

(2) If not, is the nerve so seriously injured that 

it would be wise to operate in order to— 
(a) Divide adhesions pressing on or 
constricting the nerve; 

(/>) Excise a portion of the nerve that’ 
is unlikely to* recover. 

(3) After operation is the nerve progressing 

satisfactorily ? 

In the present paper an attempt is made to 
deal with these questions and to describe the 
method of investigating the reactions. 

In preparing a patient for muscle testing he 
should be put in a comfortable position, and the 
limb to be tested should be in a good light so 
that the smallest muscular contraction can be 
seen. In the case of the arm it is generally most 
convenient to have the patient sitting in a chair 
and resting the ^irm on a table. For the leg the 
patient is usually Teclining or sitting up on a 
couch. A large indifferent electrode made of a 
piece of tin 4 in. or more square and covered 
with several thicknesses of lint rung out in salt 
solution is applied to any convenient part of the 
body. It is an advantage, however, to have it in 
the middle line as then the muscles of the healthy 


side can be used as a comparison, if necessary. 
Between the shoulders is a very good place. The 
actual size is not of great importance, but it 
should be so large that a current of 15 to 20 
milliamperes may be used without being felt 
under it. 

The active electrode, that is to say, the electrode 
with which the muscular contractions are to be 
produced should not be more than 1 in. in 
diameter, and should be covered with two or 
three thicknesses of washleather, which holds 
salt solution better than lint, and does not part 
with it so easily as a sponge. 

In electrical testing 3 different kinds of elec¬ 
tricity are now used. They are (1) Faradic 
electricity or an interrupted current, (2) the 
direct—or as it is usually known in medical 
work—the galvanic current, and (3) condenser 
discharges. 

The Faradic battery in its simplest form consists 
of one or two dry cells and two coils of wire placed 
one inside the other. The inner coil consists of 
a few turns of stout copper wire and is called 
the primary, the outer consists of many turns of 
fine wire and is called the secondary coil. Inside 
the primary coil is a core composed of a bundle 
of soft iron wire. When the primary coil is 
connected with the dry cells a momentary current 
is produced in the secondary, and another 
momentary current is produced when the cells 
are disconnected from the primary. An arrange¬ 
ment is also present by means of which the cells 
are rapidly connected and disconnected with the 
primary coil, and, therefore, momentary currents 
are continuously being formed in the secondary. 
There are 3 different methods by which the 
interrupted current in the secondary coil can be 
regulated. One is by sliding it off the primary 
coil, the current being strongest when the 
secondary is exactly covering it. Another way 
of diminishing the strength of the current is by 
withdrawing the soft iron core when the current 
becomes less as the core is drawn out. The third 
way is to insert a thin brass tube between the 
soft iron core and the primary coil when the 
secondary current becomes weaker as the iron 
core becomes more and more covered. Batteries 
are frequently made in wjiich only one method 
of regulating the strength of the current can be 
employed, and, therefore, if in one battery the 
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soft iron core is pushed in, and in another the 
brass tube the two batteries will be at strong and 
weak respectively. It is wise, therefore, to make 
a rule always to test the strength of the current 
on oneself first. This may be done by putting 
the forefinger of the left hand against the 
moistened indifferent electrode and with the right 
applying the active electrode to. the first inter- 
metacarpal space. If the battery is at strong there 
will be produced a painful contraction of the first 
dorsal interosseus muscle. The healthy muscle, 
when sufficient current is used, contract! as soon 
as the electrode is applied, and remains contracted 
until it is taken off, when the muscle relaxes. 
It is usual, therefore, to stroke the muscle to 
be tested with the electrode. The pressure on 
the limb while stroking sometimes simulates a 
contraction, and in a case of doubt the electrode 
should be held on the motor point (/. e. where 
the nerve enters the muscle and a contraction is 
obtained most easily), and the vibrating hammer 
held with the finger. This stops the secondary 
current which starts when the hammer is released 
and the contraction is then more easily seen. 
Absence of response indicates that the nerve is 
injured, but it should be remembered that a very 
slight injury is sufficient to abolish the reaction, 
and voluntary power invariably returns to a 
paralysed muscle before the response to Faradism. 
There is no object in using a current so strong 
as to .be painlul. If the current is mild a 
malingerer can by the exercise of will power 
make it difficult to see whether his muscles are 
contracting normally or not, but a slight increase 
in the strength of the current will always decide 
the question. The absence of response to 
Faradism points to an organic lesion, but gives 
no indication as to its severity. 

As an example of the use of the Faradic 
response I may mention the case of a soldier 
who, having had a broken thigh and having 
apparently recovered, developed foot drop a few 
days after returning to duty. No cause could be 
found and he was sent to have electrical treatment. 
On testing the muscles of his leg with Faradism 
it was found that they all responded normally. 
This was reported to the military authorities, who 
sent him back to full duty, when his foot drop 
recovered at once. 

If a muscle responds to Faradism it may be 


assumed that no organic lower neurone lesion is 
present. If it does not respond to the Faradic 
current the muscle should be tested with the 
direct current. The effect of this is in marked 
contrast to the tetanic contraction produced by 
Faradism lasting while the electrode is applied. 
As soon as the electrode connected with the 
galvanic supply is placed on the muscle point a 
sharp twitch is produced, followed at once by 
relaxation of the muscle, and this relaxation 
persists until the electrode is removed when 
another twitch occurs. In the case of the 
Faradic current there is no practical meter made 
for measuring the amount of current used, but 
with the’galvanic current the amount of current 
used can be recorded, and is of considerable 
importance. Besides this, the contraction pro¬ 
duced, instead of being brisk may be sluggish, 
and, in addition, different effects may be observed' 
when the active electrode is connected with the 
kathode from those produced when it is connected 
with the anode. 

The active electrode, instead of being stroked 
along the course of the muscle, is held on the 
muscle point, and the current is turned on slowly 
until a mild tingling sensation is produced. This 
generally comes on when the- milliamperemeter 
registers 2 or 3. No contraction is produced, 
but if the electrode is taken off and then re-applied 
a contraction may result. * As a rule it does not 
occur until this has been done several times. 
'The contraction comes on especially when the 
active electrode is connected with the kathode, 
when the circuit is said to be closed at the 
kathode, and the contraction is called “Kathodal 
Closing Contraction, 11 or as it is often abbreviated, 
K.C.C. The contraction is a sharp twitch, and 
the muscle relaxes at once, even if the electrode 
remains in contact with the skin. If the active 
electrode is connected with the anode, the process 
is called “ Anodal Closing Contraction,” or A.C.C. 
This contraction is smaller than K.C.C., and 
requires more current to produce it. The amount 
of current used can always be graduated in testing 
a healthy muscle so as to produce a contraction 
at the kathode when the same current will not 
produce one at the anode, and this amount 
should be recorded as the current necessary to 
produce a contraction. It is not infrequently 
found that the current, after it had been running 
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for a few minutes, is increased owing to the fall 
in resistance of the tissues without any alteration 
in the supply. When,this is so the contraction 
is proportionately greater. If sufficient current 
is used a muscular twitch is produced when the 
current is opened—that is to say, when the active 
electrode is removed as well as when it is applied. 
These contractions are produced only when the 
current is too painful for ordinary purposes, and 
they are of little practical use. When testing it 
is a common and convenient practice to keep 
the active electrode applied to the muscle point, 
and to reverse the current by means of a De 
Watteville switch In this way A.C.C. and K.C.C. 
are produced alternately, and more easily than 
by taking off and re-applying the electrode. 

Muscular contractions can be detected in 3 
ways: (1) by watching the movement produced 
by the contraction on a joint; (2) by watching 
the muscle itself contract; (3) by feeling the 
muscle contract or the tendon move with the 
finger. The last method is the most sensitive, 
and should always be used in case of doubt, 
especially in nervous patients, as in them, it is 
often difficult to use sufficient current to produce 
a contraction that can be seen easily. It was 
stated above that a very slight lesion is sufficient 
to abolish response to Faradic stimulation; when 
this is so the constant current should always be 
used for testing as it gives much additional 
information. If the injury is recent and slight a 
twitch is sometimes produced by a smaller amount 
of current than normal. This may be checked 
by comparing it with the contraction produced 
on the corresponding healthy muscle on the other 
side. In the majority of cases, however, a larger 
current is necessary to produce a contraction in 
an injured muscle. Instead of a sharp twitch 
the contraction is relatively sluggish, it appears 
to take a longer time to arrive at its maximum, 
and it relaxes more slowly. As a rule the more' 
sluggish it is the greater is the injury to the nerve. 
The contraction at the kathode is generally less 
marked than the contraction at the anode. This 
is by no means so constant as the sluggishness 
previously described, as K.C.C. may be equal to 
or greater than A.C.C., even though definite 
injury is present. Th$ greater the injury to the 
nerve the more the current required to produce 
a contraction is a rule which is generally true, 


and therefore, the amount of current which causes 
the contraction should always be recorded. The 
increased excitability of a nerve as shown by 
the fact that the minimum current producing a 
contraction is diminished is in most cases a sign of 
recovery. Usually a contraction with 6 milliampferes 
shows a slight lesion, up to 12 milliampferes a lesion 
of moderate severity, and from 12 to 18 milliamp&res 
an injury from which recovery will be prolonged 
if it takes place at all. The degree of sluggishness 
of the reaction should always be taken into con¬ 
sideration when estimating the chances of recovery. 

During the last few years attention has been 
drawn to the use of condenser discharges in pro¬ 
ducing muscular contractions. As the capacity 
of any condenser is a constant, the method has 
the advantage that the quantity of electricity 
discharged through the muscle is known exactly. 
If a contraction is produced by a condenser of 
a capacity measured in hundredths of a microfarad 
the damage is slight, if in tenths the damage is 
more serious but recovery will probably ensue, 
if one or more microfarads have to be used the 
injury is severe. The condenser discharge has 
the advantage that it is less painful than other 
forms of electricity. On the other hand, it has 
the drawback that when a degenerated nerve- 
muscle is being tested, the healthy muscles in 
neighbourhood are more readily stimulated than 
is the case with the galvanic reversals. This, of 
course, in a doubtful case makes it more difficult 
to detect a slight contraction. 

It should be remembered that electrical testing 
gives information as to the excitability of the 
nerve-muscle unit. Any alteration of it may be 
due to the presence of injury to the nerve itself, 
such as bruising or to some cause outside the 
nerve, but affecting it. For instance, a nerve may 
be tied down by adhesions, but the information 
given by testing the nerve on one single occasion 
only does not show whether the adhesions are 
likely to become absorbed or to constrict the 
nerve more severely. Neither does it give any 
information in the case of pus in contact with 
a nerve. As an example of this may be mentioned 
a soldier who was wounded in the thigh in 1915. 
When seen in January, 1916, complete foot drop 
was present, and the peronei were found to 
respond to galvanic stimulation with 8 milli- 
amperes. The contraction was not very sluggish. 




October , 191 7. ] 


SURGICAL GASTRIC DISEASE. 


251 


Faradism was nil. A good prognosis was given. ! 
A month later the reactions were the same, though | 
if anything, there appeared to be a slight improve¬ 
ment. In March, another examination was made, 
when it was found that the contractions were more 

I 

sluggish, and only occurred with io milliampkres. ; 
An operation was performed, and it was found 
that the sciatic nerve was surrounded by an i 
abscess cavity. As the nerve was necrotic a piece 
was excised and the ends joined. The patient 
has since then made a good recovery. Periodic 
electrical testing will jgenerally show whether ( 
improvement or the reverse is taking place, and 
in iny case of doubt periodical examinations 
should be made, and a careful record kept of the | 
microfarads and milliamp&res required to produce j 
a perceptible muscular contraction. 


The Restoration of Nursing after Inter¬ 
ruption. —S. Southworth reports a case in which 
if the breast milk had not been restored the infant 
would have died. He was born on December 9th, 
1916, weighing 9 lb. As a result of the forceps 
operation the left ear was black and blue and there 
was a deep mark on the forehead. Nine days after 
birth severe cellulitis developed and, involved the 
right buttock, the back from the ribs to the sacrum, 
and the under surface of the chin and upper part 
of the neck. There was also left suppurative otitis 
media. Owing to the erysipelatoid appearance of 
the cellulitis about the chin, he was removed from 
the breast on December 20th. The suppurating 
areas were freely incised. Two weeks elapsed 
during which time the mother made no attempt to 
pump her breasts or retain her milk. She then 
thought that he would die if he did not receive 
breast milk. She began taking 1 pint of cornmeal 
gruel and 1 quart of milk daily. At first comple¬ 
mentary feedings of malt soup mixture were given 
after each nursing. After a few days these were 
stopped and the breast milk sufficed. At this time 
the infant weighed only 6 lb. 11 oz. Progress was 
then slow but fairly continuous. The measures 
adopted undoubtedly played some part in the 
restoration of breast milk after a complete inter¬ 
ruption for sixteen days .—Archives of Pediatrics , 


THE DIAGNOSIS BETWEEN CERTAIN 
CASES OF GASTRIC AND DUODENAL 
ULCER AND RENAL DISEASE. 

By JAMES SHERREN, F.R.C.S., 

Surgeon to the London Hospital, etc. 

I wish to draw your attention to some points in 
the diagnosis of surgical gastric disease which 
are not generally known. I refer to the differential 
diagnosis between surgical disease of the stomach 
and duodenum and of stone in the kidney. It 
may perhaps seem to you somewhat far fetched so 
to do, but as you will see, the difficulty is some¬ 
times a very real one. 

In the diagnosis of surgical abdominal disease 
in by far the greater number of the operable cases 
we have to form our opinion on the history given by 
the patient. As I have so often pointed out this is 
our most important guide and, although every 
other method of examination should always be 
carried out, it is upon the history that most reliance. 
is placed. 

The most important symptom is pain, and it is 
upon its character, situation, time, and spread, that 
our opinion is formed. 

These cases fall into two classes. 

(1) In which from the situation and character 
of the pain a suspicion of surgical renal disease 
is, raised. 

(2) In which disease of kidney gives rise to 
symptoms suggestive of ulcer. 

It is probably well known to you that malignant 
disease of the descending colon not infrequently 
mimics disease of the left kidney. It is, however, 
not so generally known that chronic ulcer of the 
posterior surface of the stomach which has eroded 
the pancreas may give rise similarly to the suspi¬ 
cion that the pain is that of renal colic. Several 
cases of this nature have been under my care. 
The attacks of pain may mimic exactly renal colic, 
and in the male be referred to the testis as in a case 
I published in 1913.* 

The following is an interesting example. Mrs. 
E. H—, aet 40 years, was sent into the London 
Hospital under my care on February 15th, 1916 
during my period of full duty, as an acute case of 
renal colic. She gave a history of sudden attacks 
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* ' Medical Press and Circular,’ June 20th, 1913. 
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of pain in the left lumbar and hypochondriac 
regions, doubling her up and of great severity. 
The pain was not accompanied by vomiting, and 
had no relation to food. The dresser elicited from 
her that frequency of micturition followed the 
attacks of pain. Examination of the urine by Dr. 
Panton was as follows: Acid, a faint trace of 
albumen, a few leucocytes and red cells. Physical 
examination gave marked tenderness over the left 
hypochondrium. I then had her X rayed, this 
revealed no evidence of calculi. 

Bearing in mind the possibility of the symptoms 
being due to a perforating ulcer of the posterior 
surface of the stomach I had her X rayed after a 
bismuth meal. In this case the examination was 
most helpful. Dr. Gilbert Scott’s report was as 
follows : 

“ The stomach is not dilated. A constriction 
of the greater curvature, partly spasmodic, was seen 
causing a bilocular condition, but the bismuth had 
had no difficulty in getting through this. 7 

Conclusions .—The condition suggests an ulcer on 
the lesser curvature towards the cardiac end. 
This has, apparently, perforated the stomach wall 
causing fixation of the stomach in this region. 
The stomach tends to be bilocular on account of 
the spasm, but there is no difficulty at present in 
the emptying from the upper to the lower portion.” 

At operation I found an ulcer at the cardiac 
end of the lesser curvature, which had perforated 
posteriorly and had produced an hour-glass 
stomach. The cardiac pouch was so small that 
I performed partial gastrectomy. She had an 
uninterrupted convalescence, left hospital 14 days 
later, and remains quite well. 

It is but rarely that a chronic duodenal ulcer pro¬ 
duces symptoms suggestive of renal colic, but I have 
notes of 3 cases in which this question arose. One 
patient was sent to me from another hospital with 
this diagnosis and one was sent in from out-patients. 
In both cases the ulcer was posterior and eroding 
the pancreas ; although in both the superficial 
history suggested the possibility of renal calculus, on 
going into it carefully the relation of the pain to 
food, the night waking, and the attacks with free 
intervals suggested the correct nature of the disease, 
confirmed by the examination of a test meal which 
showed great increase in acidity in all. 

Mistakes may often occur in the other direction. 
Four years ago I had two patients under my care, 
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I both sent to me as cases of chronic duodenal ulcer. 
The first had been under the care of several medical 
men for this disease and was sent to see me with a 
view to operation. After investigation I made the 
following note : " He is probably a case of chronic 
duodenal ulcer, but against the diagnosis is the re¬ 
lation of pain to exercise, its situation (in the right 
flank) and the fact that there have been no free 
intervals.” 

Operation revealed a healthy stomach and duo¬ 
denum but an appendix which was very adherent, 
the result of an attack in childhood. His condition 
was not improved by the operation, and two years 
later, when in Sweden, he had abdominal massage, 

1 this resulted in the passage of blood in his urine. 
X-ray examination revealed a renal calculus. There 
had been no symptoms whatever pointing to the 
possibility of renal disease. 

On June 6th, 1913, I removed an oxalate 
calculus from the kidney ; he at once lost his 
hunger pain and has remained absolutely well. 

In the other patient, operated on the same week, 
also sent as chronic duodenal ulcer, the experience 
gained enabled the diagnosis to be made. The effect 
of operation in this case was to reduce gastric 
acidity from free HC1 13 per cent., and total 
acidity 67 to absence of free HC 1 , and a total 
acidity of 39 in a fortnight. 

The patient has remained well. 

The object of this short communication is to 
remind you that not only must the greatest care be 
given to the history, but every possible means 
must be used to confirm the conclusions so 
formed. 

As I have so often pointed out when the typical 
symptoms of duodenal ulcer are present, pain late 
after food relieved by food, waking at night, coming 
on in attacks with intervals of perfect health, and 
associated with a high acidity, the diagnosis, is 
certain. 

The same applies to cases of chronic gastric 
ulcer although the symptoms here are not so clear 
cut. 

It is in the cases with anomalous histories that a 
latent calculus must be added to the more usual 
extra gastric conditions which may cause symptoms 
suspicious of but never exactly counterfeiting ulcer 
of the stomach or duodenum. 
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TREATMENT OF ENURESIS BY 
HYPNOTISM. 

By A. PERCY ALLAN, M.D.Lond. 


The profession has hardly yet grasped the fact that 
cases of enuresis can be easily cured by hypnotic 
suggestion. Considering the distress which this 
condition causes the patient and those responsible, 
and considering the unsatisfactory results obtainable 
by the administration of drugs, it is strange that 
this method of treatment is not more in vogue in 
this country. The hesitancy of adults to submit 
to hypnosis, does not apply to children as there is 
no danger of the operator getting “a hold'of them” 
for sinister purposes, as the public imagines may 
be the case with adults. I have had no difficulty 
in getting parents to submit their children to the 
treatment. Moreover, one may say that success 
can be guaranteed, and the practitioner may safely 
arrange that if there is no cure he accepts no fees. 

The method I adopt in these cases is as follows : 

The patient is put in a comfortable position on 
a sofa with a pillow under the head ; the limbs, 
body, head, and neck must be relaxed, which is 
insured by picking up the limbs and letting them 
go; the head is taken in the hands and moved 
gently from side to side. Whilst doing this I say, 
“ All perfectly loose.” I make sure the jaw 
muscles are relaxed by passing the fingers down 
the sides of the face. When the child is properly 
relaxed, I tell him I am going to send him to 
sleep. I next hold my fingers about 8 in. from 
the eyes, a little above them, and tell him to look 
steadily at them ; now, after a minute or two, I 
say, “ Look steadily at my fingers, your eyes are 
getting tired—very tired—now shut your eyes and 
go fast asleep.” When the lids are closed, I 
gently draw my fingers from the brows down over 
the eyelids, and make passes down the head, trunk, 
and limbs. In a quiet voice I suggest, “Your are 
feeling sleepy, you will soon be asleep.” After a 
little while I tell the patient to lie perfectly still 
and to go to sleep. After a short interval I return 
to the patient and say, “ Sleep, sleep, fast asleep.” 
Then place my hand over the stomach and say, 
“You will feel my hand warm—warm—.” If 
necessary I repeat the passes and suggestion of 
sleep. 


As a rule it is well not to make any curative 
suggestion the first time, unless one is sure of 
the degree,* as disappointment may result if the 
requisite hypnosis is not obtained. The actual 
suggestion takes the form of, “ You will not wet 
the bed to-night; you will go to bed to-night, 
fall fast asleep, and will not wet the bed.” I 
reiterate many times, “You will not wet the bed.” 
I then leave the patient asleep for some ten 
minutes and then say, “ I will count ten and then 
you will open your eyes and wake up.” I count 
the numbers slowly and say, a Now wake up.” 

The following cases will illustrate the excellent 
results of the treatment. 

A. B—, set. 5 years, had never passed a single 
night without wetting his bed ; this occurred once, 
twice, or even three times in a night. He had 
been circumcised, drugged, cajoled, scolded, and 
whipped in vain. Both he and his mother were 
typical examples of what a bad case of this kind can 
produce, both being distraitdund weakly from thecon- 
stant disturbance at night. I found the child readily 
hypnotisable, and began the suggestion the second 
time he came to me. I saw him daily for a week 
and afterwards at extended intervals, each time he 
fell into a state of apparently deep somnambulism. 
After the third interview he missed wetting the bed, 
and after that the enuresis gradually diminished in 
frequency and finally stopped. As he was a bad 
case I continued the suggestion about every third 
day after cure was established, giving him thirteen 
stances in all. This was more than a year ago and 
there has been no relapse. The appearance of 
both the mother and child is altogether different 
from when I first saw them. 

B. C—, a girl, aet. 6 years, was brought to the 
Croydon Hospital by her mother, who stated that the 
child wet her bed every night. The girl was bright 
and intelligent looking, though belonging to the 
poorest class. As the child reacted readily to 
hypnotism, falling into a deep sleep, I made sugges¬ 
tion on the first occasion, which I do not usually 
do. Next day the mother reported that the bed 
had not been wetted, and I continued the treatment 
on three successive days in all, and then once 
again after a three days’ interval. The child was 
completely cured and the mother was exceedingly 
grateful, promising to bring her again should ^he 
relapse. As she has not done so, I may assume 
that the cure was permanent. 


* The effect Avill vary in different patients, some 
feeling only a heaviness and torpor, with a disinclination 
to open the eyes, while others fall into a more or less 
profound sleep, or a state of somnambulism. Li<$beault 
divides the sleep into six different stages, but they may 
be shortly summarised as (i) light sleep, (2) profound 
sleep, (3) somnambulism. 
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Acute Pulmonary Abscess Treated by Arti- j 
ficial Pneumothorax. —W. D. Tewksbury calls I 
attention to a simple, rational method of treating 
acute abscess of the lung. Artificial pneumothorax 
is being largely used in pulmonary tuberculosis. 

A few cases of its use in chronic lung abscess 
have been recorded, but only one appears to have j 
been reported in American medical literature in ! 
any condition similar to acute pulmonary abscess. j 
Greer reports a case of interlobar empyema follow- , 
ing pneumonia draining through the bronchus, in 
which he effected a cure in 3 weeks by compressing 
the lung with nitrogen. 

Case i. —The writer saw in consultation a case j 
of acute lung abscess which had followed operation I 
on the nose. He advised artificial pneumothorax as | 
a rational procedure, although all modern medical 1 
literature advises rib resection with drainage. ! 

A man, aet. 32 years, was injured in an 
elevator in a mine about the middle of June, 1916, j 
sustaining a fracture of the superior maxilla and ■ 
nose. He was operated on for repair of the nasal 
septum. Nine days after the operation, while 
apparently recovering, the temperature suddenly > 
rose, and ranged between ioi° and 102° F. This ! 
was accompanied by pain in the chest and con¬ 
siderable sweating. The leucocytes numbered 
between 20,000 and 30,000. There was pleurisy I 
with effusion at the left base, and a small amount of 
fluid was obtained on aspiration. The temperature 
remained high, and 16 days after the onset of 
symptoms he suddenly coughed up a considerable ; 
amount of purulent sputum, and an abscess was 
discovered in the lower portion of the right lung. 
The symptoms improved considerably during the 
following week, but the patient was coughing up 
pus at frequent intervals, and the leucocytes still 
remained in the neighbourhood of 20,000, the 
temperature remained high, being often above ' 
102 0 F. The writer was called in and asked I 
concerning the possibility of using compression 
of the lung. He advised waiting a short time, 
hoping for a spontaneous recovery, especially in view | 
of the fact that the operation would be somewhat 
of an experiment and because of the pleurisy with 
effusion on the opposite side. But the patient 
gradually became worse. He was losing weight, had 
profuse sweating, at times, there was considerable 
expectoration, and the temperature and leucocytes 
remained high. One month after the onset of the 


symptoms, the writer started compression of the 
lung, injecting 150 c.c. of air into the pleural sac. 
He gave him another small injection two days 
later, and a larger one 10 days later, following 
which the temperature became normal. Injections 
were then given about once a week, making in 
all 10. Recovery ensued. 

Case 2. —A woman, aet. 27 years, had the tonsils 
removed. Three days later she had some pain in 
the left chest, which disappeared in 24 hours. 
She was discharged, 6 days after operation, ap¬ 
parently well. The day alter her return home, or 
7 days after operation, pain in the left chest 
returned, accompanied by high temperature. One 
week later she suddenly coughed up a large amount 
of pus. She returned to the hospital with a tempera¬ 
ture ranging between io2°and io4°F. Her cough 
was frequent and severe, and accompanied by a 
large amount of purulent expectoration with a 
foul odour. A radiogram showed a large abscess 
in the left lung involving most of the upper lobe 
and some of the lower lobe. Four weeks after the 
onset of the trouble the writer saw the patient; 
she was in a condition of extreme prostration. 
He started to collapse the lung immediately, 
although he did not feel at all optimistic. Next 
day, and for a fortnight later, the temperature, 
pulse, and cough improved. Two days later an 
injection was given. That night she coughed up a 
large amount of pus, and on the following day the 
temperature was normal, and it remained so there¬ 
after. The cough diminished. An injection was 
given 6 days after the beginning of the pneumo¬ 
thorax, and another a fortnight later. All symptoms 
disappeared. 

The mortality of acute lung abscess treated 
medically is high, approximately 60 per cent., and 
the percentage of cures is low, about 10 per cent. 
The results of rib resection and drainage are 
better, but there is a mortality of about 30 per 
cent. Moreover, this operation often leaves a 
sinus which may persist for a year or more. 
Artificial pneumothorax is a rational method in all 
cases of pulmonary abscess, having a communica¬ 
tion with the bronchus, and promises a lowering 
of the mortality and a greater percentage of cures. 
—Journ. American Med. Assoc.> p. 770. 
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THE IMPORTANCE OF PHYSIO¬ 
THERAPY IN THE REDUCTION 
OF WAR-DISABLEMENT. 

By WILLIAM GORDON, M.A., M.D.Cantab., 
F.R.C.P.Lond., 

Physician to the Royal Devon and Exeter Hospital. 

We have now had more than a year’s experience 
in England of the system of combined physical 
treatments for war-disablement initiated in France 
soon after the commencement of hostilities, and it 
entirely justifies the attitude of those who, having 
acquainted themselves with the French methods, 
have continually urged their adoption in this 
country. 

It cannot be too often or too emphatically 
repeated that the reduction of disabilities from 
wounds in war is a matter of national concern; 
that, in these disabilities, apart from humanity, 
gratitude and affection, an urgent problem is pre¬ 
sented to the public, carrying with it consequences 
of the highest national importance, not only mili¬ 
tary, but financial and social. The nation will 
presently find itself crippled in the precise measure 
of its crippled manhood, and anything, which bids 
fair to materially lessen this national crippling, 
calls insistently for attention and investigation. 

The long and needless delay which has taken 
place in generalising throughout the United King¬ 
dom this system of treatment, side by side with the 
requsite surgical procedures, has been, to say the 
least of it, regrettable. 

Let me briefly recall the essentials of the 
system. Towards the close of 1914, when it had 
become apparent that the war would entail, on all 
the nations involved in it, a vast amount of crip¬ 
pling, certain French doctors set themselves to 
discover whether this could not be best combated 
by combining into a single system all the physical 
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methods of treatment believed to have value, and 
a great centre for such combined physical methods 
was opened at the Grand Palais in Paris. 

The procedure included : 

(a) A preparation by heat, moist or dry ; 

(< b) A course of massage, manipulation, mechani¬ 
cal treatment and electricity; 

(c) With, finally, a re-education of the affected 
muscles by exercises and training, to which has 
more recently been added curative employment; 

(d) The results of the whole being checked and 
guided by careful measurements of initial defect j 
and ultimate gain. 

The results achieved by the French at the j 
beginning of 1916 were very remarkable (1). The 
officers entrusted with the supervision of the work 
were unanimous in claiming for their system an 
unequalled efficacy in the reduction of war dis¬ 
abilities ; 80 per cent, of the men, who had under- | 
gone a complete course, had returned to their 
units ; the average reduction of disability for all 
cases was from 20 to 30 per cent., and a very great 
financial saving to the State in pensions and 
gratuities had been effected by reduction of the 
disabilities which entailed these. The rate of 
reduction, indeed, had lately increased, and the 
saving worked out, for the Grand Palais alone, if 
maintained at the same level, at ^2,000,000 a 
year. These claims were supported by the rapid 
extension of the system throughout France. At a 
time when economy and efficiency are vital national 
needs, public authorities do not extend their under¬ 
takings for visionary advantages. The Grand 
Palais began its experiment by treating 200 patients 
a day, but, in February, 1916, 650 were being 
daily dealt with in the electrical department alone; 
in and round Paris other installation had been 
set up, and, in the French provinces, there were 
already 7 fully-equipped and satisfactory institu¬ 
tions of the same sort, as well as 4 which were 
less complete. 

In setting forth, as concisely as possible the 
English confirmation of the value of these methods, 

I shall confine myself to just what seems necessary 
in respect of each. 

In the first place two facts emerge which are of 
pre-eminent importance, viz. : 

(1) The great advantage gained in massage or 
manipulation of crippled limbs by the preparatory 
use of heat, and 


(2) The great superiority in the results when the 
treatment is begun at the earliest possible moment. 

(1) Preparatory heat. —The following case illus¬ 
trates well and simply the advantage of preparatory 
heat. A man had sustained a long oblique fracture 
of the femur, which united late and far from firmly. 
The knee, during the process of union of the 
femur, had become fixed by fibrous adhesions in 
the extended position. His surgeon considered 
it to be dangerous to the recently-united bone to 
attempt to bend the knee forcibly under an anaes¬ 
thetic. So it was decided to try what could be 
done by the application of heat followed by 
cautious movement. The heat was applied by 
means of hot sand—comfortably hot—and the 
movements were attempted by the patient himself 
under medical direction. In 10 days the knee 
could be freely flexed to a right angle without the 
process having caused the least risk to the recently 
united bone. 

(2) Early physical treatment. — Had the forego¬ 
ing case been neglected for several months, before 
heat and movement were adopted, no such result 
could have been looked for. Dr. Jean Camus, the 
responsible chief of the Grand Palais, wrote in his 
report (2) last year of the “ deplorable ” conse¬ 
quences of delay ; and Dr. Campbell McClure, in 
his report (3) to the Inter-Allied Conference on 
the subject last May, says, “ It was interesting to 
find that in France and in Belgium, as in this 
country, those who weie devoting themselves to 
physical treatment were still under the necessity 
of urging the surgeon to send his cases earlier than 
has been his habit in order to obtain the best 
possible results in the way of cure. This point 
cannot be over-emphasised. Many cases are sent 
to special hospitals and clinics to be treated far 
too late in the course of their disablement, and 
there is no doubt that many valuable months are 
spent on the treatment of cases who have been 
kept in general hands too long.” 

Methods of Applying Heat. 

Hot sand has already been referred to. It 
should never be used so hot as to be painful. Its 
chief merits are relative accessibility, cheapness, 
and, in many situations, ease of application. 

Radiant light and heat. —Our masseuses tell me 
that the progress of a patient under massage for 
reduction of crippling is nearly twice as rapid, 
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when preparatory radiant light and heat is used, as 
when no heat is applied. 

“ Eau-courante” or 44 whirlpool bath ”—This is 
at last becoming generally familiar in England. 1 
It appears to be, on the whole, and in most cases, 
the most valuable means of applying preparatory 
heat which we possess. In using it, the crippled 
part is immersed for 15 or 20 minutes in running 
water, at a temperature which some prefer to be 
105° F., and some ii5°F. The statements of our 
French confreres regarding this mode of treatment 
have been wholly confirmed by English experience, i 
Dr. Nunneley (4), in charge of the officers’ centre 
at Brighton, and Dr. Cooper (5), at Netley, are 1 
equally emphatic as to its value, and their accounts I 
are corroborated by Dr. Fortescue Fox’s results in ■ 
London. I have myself seen crippled fingers, i 
which had only slowly been regaining mobility, j 
under radiant light and heat, rapidly become 
mobile when the eau-courante bath replaced the 
radiant light and heat. 

At the same time it must be noted that Dr. 
Quiserne (6) has found, in Paris, that the succes¬ 
sive use of the eau-courante bath and radiant light 
and heat is more effective in some cases than the 
use of either separately. Also it is known that a 
few cases do better with radiant light and heat 
than with the eau-courante bath. 

English modifications of this valuable bath are 
already in extensive use. One is a true “whirl¬ 
pool,” in which the water is no longer made to run 
into and out of the bath, but is kept in rapid 
circular movement by a turbine. A further 
elaboration is the passage through this whirling 
water of streams of air-bubbles, so that the water 
looks as if it were boiling. The relative value of 
these modifications remains to be determined. 

Diathermy .—One would imagine that this power¬ 
ful means of heating the entire thickness of a limb, 
at the level of application, would prove of especial 
value as a form of preparatory heat. But I do not 
know of any comparative observations. 

Massage and Manipulation. 

These may either follow or accompany the 
application of heat. It is an important fact that 
the massage or manipulation of painful hands and 
fingers can be much less painfully and more effec¬ 
tively carried out under radiant light and heat. 


Also in the manipulation bath massage of the 
limbs can be readily borne which would be intoler¬ 
able on the couch. 

Electricity . 

The many methods of applying electricity, 
whether for enfeebled muscles, painful affections 
of nerves, tachycardia, neurasthenia, or as dia¬ 
thermy, ionisation, X rays, etc., are too well known 
to need more than a reminder of how important 
a part they play in any system of combined physi¬ 
cal treatments. 

A /echa notherapy . 

Mechanotherapy stands on a different footing, 
for it has been till now almost unknown to the 
majority of English practitioners. Its essential 
advantages are two, viz. : 

(a) That by isolating, for treatment, just those 
muscles or muscle-groups which need it and by 
putting all others at rest, the maximum of benefit 
is gained with the minimum of fatigue. 

(b) That by means of movable weights, the 
necessary degree of effort can be exactly appor¬ 
tioned. 

Incidentally the initial defect and final improve¬ 
ment can be precisely measured. 

The instruments are divided into 44 active ” and 
“ passive.” With the “active” the patient uses 
his own muscles to make the movements. With 
the 44 passive ” the movements are made for him, 
without any effort on his part. In using these 
machines it is essential that the patients should be 
under constant skilled supervision. The “ active ” 
instruments are in most cases the best. Zander’s 
original apparatus was exceedingly expensive ; but 
simpler instruments, such as those figured in Dr. 
Fox’s excellent book (7), are equally efficient and 
much less costly. 

Of the value of mechanotherapy in cases of 
crippling, Dr. Cooper (8) speaks in the strongest 
way, and Dr. Fox (9) writes : “ Those who have 
had the opportunity of witnessing the good results 
obtained in large numbers of cases by means of 
mechanical treatment, especially when associated 
with baths, cannot doubt the wisdom and necessity 
of providing the same means of treatment in the 
British Islands.” 


1 
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Re-education of Muscles . 

Great and increasing stress is being laid on this 
part of the system. A huge gymnasium is attached 
to the Grand Palais in Paris, in which exercises 
and training of movements are carried out under 
the supervision of skilled instructors. Irately cura¬ 
tive occupations have been added, in which the 
use of the injured members in suitable selected 
work is found to have a highly beneficial result. 
These curative occupations must not, however, be 
confused with the subsequent, quite separate occu¬ 
pational re education, in which carefully selected 
occupations are taught the disabled men, in order 
to restore them as fully as possible to useful work¬ 
ing capacity as citizens. 

Mensuration . 

This is a most important part of any system 
which aims at continual improvement of results. 
Careful measurement of defects are made on the 
entry of every patient and compared with the 
defects on exit. The difference is assessed as 
“ gains ” and it is always the object of a progressive 
system to be continually securing greater average 
“ gains.” Special instruments used for the measure¬ 
ment of defects, used at the Red Cross Clinic for 
Officers at 126, Great Portland Street are figured 
in Dr. Fox’s work. 

Thus experience in France is fully corroborated 
by experience in England with regard to these 
methods. There can be no further question as to 
their value. And when we consider the immense 
number of men who are passing through our 
hospitals suffering from war-disablement, for whom 
surgery has nothing more to offer, it becomes 
obvious how immensely important is a system of 
treatment which can still do so much, if taken 
advantage of at a sufficiently early period. 

“ Why then,” it will naturally be asked, “ has 
not tin's system been long since widely adopted 
throughout the Uuited Kingdom?” Why not, 
indeed? It assuredly has not been for want of 
timely and authoritative representations. Fortu¬ 
nately discouragement has not been able to do more 
than to delay progress. In July, 1916, a clinic 
for the treatment of disabled officers on the Grand 
Palais lines was opened in London, through the 
efforts of Dr. Fox and other members of his com¬ 
mittee, and this clinic has thoroughly justified its 
existence. It has lately been taken over by the 


British Red Cross, and is at present doing a great 
deal of valuable work. At the Command Depot 
of Heaton Park,, a Canadian officer, Major Tait 
Mackenzie, established the French methods with 
very little outlay, and was able to announce very 
gratifying results (10). The War-Disablement 
Committee, officially and individually, has dili¬ 
gently spread information. The Grand Palais 
having last year added to its activities the occupa¬ 
tional re-education of disabled men, Sir Henry 
Norman was requested by Mr. Lloyd George, then 
Secretary of State for War, to report on “the 
treatment and training of disabled and discharged 
soldiers in France ”; his report appeared in the 
beginning of the present year. Finally, last May, 
an Inter-Allied Conference was held in Paris, in 
which official representatives of England, France, 
Belgium, Russia, Portugal, Italy, and Serbia took 
part, for the study of professional re-education and 
other questions of interest to soldiers and sailors 
disabled by the war. 

Thus, at last, the whole subject of the treatment 
of war-disablement is fairly before the public, and 
it now rests with the nation whether methods 
which have been proved to be so valuable in 
lessening the disablement of crippled men, are, 
or are not, to be brought within the reach of all 
who have sacrificed so much for the national pro¬ 
tection, of all, that is, for whom the hope of profit¬ 
ing by them has not already passed away. 
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NOTES ON CERTAIN ASPECTS OF 
HEMOTHORAX. 

By A. FERGUS HEWAT, M.B.Ch.B., F.R.C.P., 
Captain, R.A.M.C., 

Physician, Royal Victoria Hospital, Netley. 


The following notes are based on observations 
made on cases at the Royal Victoria Hospital, 
Netley. We have the opportunity of studying a 
large number of patients suffering from chest 
wounds, and we are enabled to observe them 
through the greater part of their illness, and, 
therefore, can estimate, to some extent, the ulti¬ 
mate results. VVe have had no opportunity of 
making pathological investigations, because there 
have been no deaths except in a few moribund 
cases where necropsies were not procurable. 

Haemothorax, as we see it in Britain, may be 
clinically classified into two large groups, viz. : 

(1) Cases with sterile pleural fluid. 

(2) Cases with septic pleural fluid. 

In other words, haemothorax pure and simple, or 
infected haemothorax. 

We see our cases here after the urgent symptoms 
have passed off and the patients have recovered 
from their state of shock. The fluid in all the 
cases has ceased to accumulate, and if the patient 
be still acutely ill he is suffering either from the 
effects of pressure or the result of septic absorp¬ 
tion. His symptoms may have become aggra¬ 
vated by the journey across, and cause one at 
once to consider the question of operation. 

Etiology .—The factors involved are of course 
quite obvious, and only a few points will be touched 
on. In cases seen here it is usually impossible to 
venture any opinion a$ to the actual source of 
haemorrhage, because at operation one finds so 
much inflammatory tissue that no evidence of 
bleeding points can be discovered. The usual 
sources of haemorrhage are : (1) The chest-wall, 
(2) lung substance, (3) a vessel at the root of the 
neck, or (4) an abdominal wound. 

It is important to keep in mind that bullet- 
wounds in the region of the neck, shoulder, spine, 
or upper abdomen may give rise to a haemothorax 
without definite symptoms of pleural fluid being 
present. Several such cases have been noticed 
here, some with small pleural haemorrhages, and 


others with large (2 to 3 pints) haemorrhages. 
Urgent symptoms may be present, but are thought 
to be due to sepsis from the primary wound or 
some other condition in another part of the body. 
Cases may also occur without any evidence of 
wounds. For example, I saw a case with Major 
McDougall with definite signs of pleural effusion, 
in which the man was suffering from bruised ribs. 
In this case two pints of clear red fluid were 
withdrawn by aspiration. Another somewhat 
similar case occurred in my own ward, where two 
slight grazes were noticed on the patient’s chest. 

Clinical features . — These have been fully 
described in various papers on the subject. The 
point which perhaps strikes one most forcibly in 
observing these cases is the extraordinary varia¬ 
bility of symptoms and physical signs, and the 
relative uselessness of the stethoscope in trying to 
estimate the underlying pathological picture. 

The type of wound, the quantity of fluid, the 
type of fluid, its rate of accumulation, and the 
degree of pulmonary collapse all cause variations 
of considerable degree in the clinical features. 

Medical officers in France have frequently 
pointed out the dangers of moving patients too 
soon after a gunshot wound of the chest, and here 
we have noticed frequently that there is a con¬ 
siderable exacerbation of symptoms, even in 
operated on cases, after their arrival. This is a 
point one has to keep very constantly in mind in 
considering the advisability of further operative 
interference. 

Cases of haemorrhage and pyohaemothorax may 
simulate very closely pneumonia, pneumothorax, 
or thickened pleura, and we frequently find phy¬ 
sical signs suggesting pneumonia in such cases in 
addition to the pleural effusion. 

A history of haemoptysis usually indicates a 
definite lesion of lung tissue, but this symptom 
may follow bruising of the chest-wall. Haemop¬ 
tysis seldom shows itself by the time the patient 
reaches Netley, because lung tissue heals up 
quickly. This, however, is not always the case, 
as was instanced in one of my own cases, where a 
small haemothorax was discovered and was asso¬ 
ciated with a small, but persistent, haemoptysis for 
6 weeks. The bullet passed right through the 
lung. I saw a patient, with Capt. Newman Smith, 
suffering from haemoptysis. The history was that 
a year ago the patient had been wounded by a 
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bullet passing through his right lung, leaving no 
diaphragm disability. He made a rapid recovery, 
and in a few months’ time was back in the trenches. 
Physical examination and X rays failed to show 
any evidence of pathological process in the lung 
to account for the haemorrhage. 

The study of pulse and temperature charts are 
of the utmost value when one is considering the 
advisability of interference. It has been found 
here that one has to be very cautious in estimating 
the significance of these phenomena during the 
first few days of a paiient’s stay in hospital, because 
in many cases considerable disturbance of pulse 
and temperature has been due solely to the journey 
across, and this disturbance will again reach normal 
limits in a few days with rest alone. Another 
point worth noting is to carefully exclude other 
causes of pyrexia in a patient who has a hsemo- 
thorax and is making satisfactory progress, but 
suddenly develops pyrexia. For example: Lieut. 
H. C. Wilson asked me to re examine a case which 
developed pyrexia, yet showed no alteration in the 
physical signs and no other evidence of sepsis 
could be detected. A purge and aceto salicylic 
acid were suggested, and next day the tempera¬ 
ture was normal. Pyrexia developed in a case of 
my own who had been up for a few days doing 
simple chest exercises. The pyrexia subsided in 
five days, during which time coarse friction was 
detected over the upper part of the previously 
dull area. The pyrexia may therefore have been 
due to blood absorption. 

Cases have also been seen in which pyrexia has 
returned after a short afebrile period following the 
original operation, suggesting pus pocketing, but 
showing no fresh physical signs of accumulation. 
A second operation, however, causes the pyrexia 
io disappear even if no pus pockets are discovered. 
Such a case was seen recently at a camp hospital 
in the district. At the second operation no 
accumulation of pus was found, to the disappoint¬ 
ment of the surgeon, but the patient made an un¬ 
interrupted recovery. This phenomena was also 
well illustrated in a case I saw with Capt. Cameron 
Taylor here. The patient had a pyohaemothorax, 
and was admitted seriously ill, suffering from septic 
absorption. Free drainage was established, and 
the patient improved for a few days. He, however, 
relapsed without showing any physical signs of an 
increased accumulation of liquid. He at first 


refused a second operation, but two days later con¬ 
sented. No further accumulation of pus was noted 
at this second operation, but he made an uninter¬ 
rupted recovery, and finally gave an excellent 
ultimate result. 

Many patients suffering from haemothorax per¬ 
spire freely towards evening. This is usually 
present in patients who have a septic haemothorax, 
and is a useful guide in urging immediate operation. 
Such cases, of course, show a typical irregularity 
of temperature, with evening rise and drop of a 
degree or two in the morning. A slightly jaun¬ 
diced tint is almost invariably present in patients 
suffering from a septic pleural effusion. 

Physical signs of haemothorax vary considerably 
and at times are extraordinarily anomalous. Many 
cases show the typical peace-time signs of pleurisy 
with effusion, but many cases, even uncomplicated 
by the presence of gas, air, or pus, give rise to signs 
difficult of interpretation. The usual physical signs 
are so well known that only a few special poiqts 
require to be noted.’ 

Loss of tactile vocal fremitus is of considerable 
help in estimating the extent of any liquid or 
semi-solid accumulation in the pleural cavity. 
Percussion almost invariably shows the dull note 
to be entirely posterior. It may be circumscribed, 
but it is seldom definitely anterior. This is 
probably due to the recumbent position of the 
patient after injury. The question of the position 
of the fluid is also largely dependent on the type 
and extent of the wound. Further, one has to 
remember that we do not often see large effusions 
here ; such cases have either been aspirated or 
operated on in France. It has already been 
pointed out by writers on this subject that pulmo¬ 
nary congestion, collapse, pneumonic consolidation 
or pleuritic effusion may be present on the un¬ 
injured side and give rise to misleading physical 
signs. Operation usually causes these secondary 
phenomena to clear up. The possibility of a 
double haemothorax or the presence of a haemo¬ 
thorax on the uninjured side must be remem¬ 
bered. 

In the course of auscultation of haemothorax 
cases one is met with many perplexing phenomena* 
The usual loss or impairment of breath sounds i* 
commonly found. In others, however, we hear low- 
pitched tubular breathing with marked increase of 
vocal fremitus, and even pectoriloquy over part of 
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the dull area. Such signs easily suggest a pneu¬ 
monic process. 

I saw a case with Capt. Everard, which illustrated 
some of these phenomena. There were well- 
marked signs of fluid, gradually increasing in extent. 
Over one area, about 2 in. in diameter, definite I 
amphoric breathing with increased vocal resonance 
was made out. Operative interference was deemed 1 
advisable, and coagulated fibrin and a piece of tunic i 
were removed. There was no sepsis and only a I 
little blood-clot. Evidently the cloth had caused I 
an irritative exudate from the pleura and acted as I 
transmitter of sounds direct from congested lung 1 
substance to the chest-wall. Bacilli’s sign as an 
indication of the type of fluid present has been 
quite unreliable. 

The displacement of organs in such cases varies 
enormously. The heart, of course, is frequently I 
dragged over to the opposite side, and one has ) 
noticed that displacement is less marked in cases I 
of right-sided haemothorax than in those occurring ' 
on the left side. I asked our radiographer (Capt. 
Howells) about this point and he stated that in the 
course of his work he had noticed the same thing. 
This may be due to the presence of the liver on 
the right side preventing any marked degree of J 
collapse of ribs, and the firm, even, right side of the 
pericardium resisting more strongly the negative 
pressure of the left side of the chest. When the 
empyema is on the left side we have more collapse 
as the stomach has no supporting power. The 
quantity of liquid in the chest does not appear to 
affect the change of cardiac position nearly so much 
as the rate at which pulmonary collapse develops, 
and, therefore, one speaks of the heart being 
dragged across rather than pushed across by 
pressure of accumulated fluid, although doubtless 
the factor of fluid is of importance at a later date, 
or if a large accumulation of fluid is present. 
Aspiration or drainage of fluid has little or no 
immediate effect on the change of cardiac position. 

It may take weeks or months for a displaced heart 
to return to its normal position, and, in many cases, 
it never does so. For example, I saw a case with 
Capt. Taylor in which there was well-marked 
pneumothorax with evidence of some basal fluid. 
The patient had received a gunshot wound below 
the middle third of the clavicle—there was no 
wound of exit. Marked cardiac displacement was 
noted insomuch that there was total loss of 
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cardiac dulness to the left of the sternum, and a 
corresponding increase on the right side. Foul¬ 
smelling pus and gas were liberated when drainage 
was established, but no immediate change took 
place in the position of the heart. 

Rose Bradford has observed that one seldom 
sees the displacement of stomach and liver in cases 
of haemothorax which one meets in ordinary 
civilian cases of pleural effusion. I have never seen 
any case here showing any appreciable alteration of 
stomach or liver. This may be due to the fact that 
there is more pulmonary collapse at first with the 
introduction of air—this latter becoming gradually 
absorbed, giving rise in some cases to a definite 
chest retraction. In this way there is never so 
much difficulty for the fluid to find room in the 
pleural cavity. Further, it is just possible that as 
the fluid accumulates in the recumbent position, 
therefore posteriorly, these organs are pushed 
forward instead of downwards. I have never seen 
Tranbe’s space obliterated in a case of haemo¬ 
thorax. This is probably due to the fact that we 
do not see many large effusions arriving at Netley 
unopened. 

It is important to investigate all cases of effusion 
bacteriologically, especially if there is any irregu¬ 
larity of pulse and temperature. Culture tubes 
should be inoculated at the bed side, and put at 
once in the incubator, as this gives more satisfac¬ 
tory results than adopting the somewhat easier, but, 
less satisfactory, method of instructing an orderly 
to take the fluid to the laboratory. Much valuable 
time is thus wasted and no growth may result. 

Treatment and results .—Cases of pyohaemo- 
thorax clearly indicate surgical interference. The 
one essential to ensure success is the establishment 
of free drainage. It is important to avoid the 
possibility of any valve action when inserting the 
drainage tube, because the potential space between 
the surface of the diaphragm and the parietal pleura 
may become bound down by adhesions and 
interfere with the free evacuation of pus. When 
establishing drainage one must keep in mind the 
position the patient will assume in bed. In Prof. 
Chiene’s wards of the Edinburgh Royal Infirmary 
I saw, 10 years ago, two cases of empyema treated 
by means of Sprengle’s pump. The results were 
excellent. It would appear that a somewhat 
similar procedure might be tried in some empyema 
cases following gunshot wounds, because one 
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has noticed from time to time, recrudescence of 
symptoms is invariably associated with insufficient 
drainage. Cases of septic haemothorax do much 
better in the open air, and it is an advantage to 
commence antiseptic inhalations as soon as possible. 
The formula suggested by the late D. B. Lees, 
for the inhalation treatment of early pulmonary 
tuberculosis is usefully applied in such cases by 
means of a Burney Yeo mask. Cases which have 
progressed favourably for a short time after opera¬ 
tion, and then develop further symptoms which 
cannot be accounted for except on the assumption 
that drainage is not freely established, should have 
a further operation to enable the surgeon to search 
for pockets. He may not be successful in his 
search, but such cases often improve quickly after 
a second operation as I have already noted. 

The above type of cases are relatively easy 
to deal with, but the other type of case, viz. 
aseptic haemothorax, gives rise to much more 
difficulty and diversity of opinion. 

If we exclude cases in which there is a large 
accumulation of fluid causing pressure symptoms, 
and, therefore, calling for aspiration, we find two 
alternative methods of treatment for those cases 
of small or moderately sized haemothorax giving 
rise to no urgent symptoms, viz.: 

(1) Masterly inactivity. 

(2) Evacuation of fluid and clot. 

Rose Bradford has considered this whole ques¬ 
tion very carefully, and points out that a man 
may recover in weeks by having the fluid removed, 
but may take months, if the fluid is not removed. 
In the latter case the risk of adhesions forming 
is considerable—a condition which makes the man 
ultimately more or less inefficient. The question 
is no easy one to settle, and it is quite impossible 
to lay down rules to guide one, because every 
case must be judged on its merits, and many 
factors have to be considered. For example, one 
has frequently observed cases with fluid up to 
the angle of the scapula do very well when left 
alone, and leave hospital with free diaphragm 
action on the affected side. On the other hand, 
one has noticed cases with small quantities of 
fluid where no appreciable absorption has taken 
place, and restricted diaphragm action has re¬ 
sulted. 

Another point to be considered in advising 
aspiration, is the question of producing sepsis in 


the pleural fluid. One does not^ mean sepsis 
introduced by carelessness, but the production of 
sepsis when the utmost precautions have been 
taken. This may occur in one of two ways— 
organisms may be introduced by the missile and 
lie dormant in blood-clot to be stirred up and 
distributed by the aspiration needle, and so 
produce sepsis, or organisms may get into the 
pleural flqid from the damaged lung and so set up 
sepsis. However, if sepsis develops, a portion of 
rib can be removed, drainage established, and in 
the vast majority of cases, a good result may be 
looked for with complete confidence. One has 
even heard it said, that the man who develops a 
septic haemothorax is more fortunate than he who 
does not. Moriston Davis, of University College 
Hospital, has shown excellent results by what he 
terms the oxygen replacement treatment of cases 
of haemothorax, the principle being the removal of 
small quantities of fluid to be replaced by sterile 
oxygen. 

In a recent paper, Major Elliott has very clearly 
pointed out the tendency there is to deposition 
of fibrin on the surface of the lung, giving rise to 
adhesions preventing the proper expansion of the 
lung. There seems, therefore, to be a very clear 
indication to aspirate early, and if clot be present 
to incise and turn it out. Here, of course, when 
we see our cases some weeks after the gunshot 
wound has been inflicted, we have to deal with a 
pleural surface on which fibrin has been deposited, 
and, therefore, one hesitates to recommend opera¬ 
tive interference if the patient is comfortable. 

If one were to formulate a general principle in 
dealing with such cases, one would advise the 
early removal of any sterile fluid present, early 
lung exercises with “ blowing bottles,” and chest 
exercises associated with iodex rubbing to the 
affected side of the chest. If any re-accumulation 
took place aspirate again, but be prepared to 
resect and drain if any signs or direct evidence 
of sepsis arose. I am strongly in favour of early 
(/. e. 7-10 days after receiving wound) aspiration 
in haemothorax cases, with the possible exception 
of haemothorax produced by a wound at the root 
of the neck, where bleeding may be due to 
puncture of a vein. 

It is an advantage to begin chest exercises 
early in any case of gunshot wound of the chest. 
The exercises described by Mr. MacMahon are 
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excellent and should be commenced a few days 
after the temperature reaches normal. 

Ultimate results .—I have been fortunate enough 
to see the ultimate results of many “chest cases,” 
not only in the wards, but on Invaliding Boards, 
and several points of considerable interest and 
importance have been noted. 

In septic cases the results of early and free 
drainage have been uniformly successful. Even 
in severely toxic patients due to incomplete 
drainage a further operation has caused complete 
and rapid recovery. Tins was well illustrated in 
one of Capt. Attwater’s cases, admitt tdin a 
dying condition. He was suffering from pyaemia, 
showed well-marked delirium, and a large 
secondary abscess at the ankle joint. A small 
drainage tube was protruding from the operation 
wound on his chest and pus welling out alongside. 
Physical examination did not show any evidence 
of large accumulation of pus, but the old operation 
wound was freely opened up, a large tube inserted 
into the pleura, the abscess at the ankle opened, 
and within 5 weeks the patient was moving about 
the ward a perfectly sane man, having put on 
weight steadily. 

Many cases of septic haemothorax heal up 
quickly and give a free diaphragm action on the 
affected side. Many, however, where there has 
been extensive wounding, or continued suppura¬ 
tion for many months, show very defective or alto¬ 
gether immobile diaphragm action and associated 
lack of lung expansion. This is inevitable because 
(1) many early adhesions may form before opera¬ 
tion is undertaken, and (2) one hesitates to break 
down such adhesions at operation for fear of 
disseminating infection. Further, one finds that 
the longer the sepsis persists the greatei is the 
tendency to septic absorption along the peri¬ 
bronchial lymphatics and the development of 
firmer diaphragm adhesions. 

Many healed cases after return from a sojourn 
at a convalescent hospital present 3 or 4 
symptoms in varying intensity, viz.: (1) Shortness 
of breath on mild exertion ; (2) some degree of 
palpitation; (3) pain in the chest around the 
wound; (4) some degree of neurosis. Two facts 
are revealed on physical examination : (1) Deficient 
excursion of the diaphragm varying from a mild 
degree of limitation to absolute immobility. This, 
of course, is associated with defective chest expan¬ 
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sion. (2) Poor air entry towards the base or 
operated on area due to a mild or marked degree 
of intra-pulmonary fibrosis and thickened pleura. 
There may also be areas of collapsed lung. These 
facts can be checked by X-ray examinations, and 
whenever possible this should be done and a per¬ 
manent record made in the medical history sheet 
to guide future “ boards ” in estimating the man’s 
efficiency. 

In many cases the shortness of breath may be 
fairly put down to neurosis brought on quite 
genuinely by a feeling of pain in the chest caused 
by adhesions, and giving rise to a feeling of appre¬ 
hension. Capt Attwater brought before my notice 
a case of acute neurosis brought on by suggestion. 
The patient had recovered, surgically speaking, 
from an acute pyohaemothorax, but a small frag¬ 
ment of metal was noted imbedded in lung-tissue 
at the edge of the pericardium and moving with 
each beat of the heart. The patient during his 
stay at a convalescent hospital was told about the 
presence of this piece of metal, and on his return 
to Netley was found to be in an acutely neuras¬ 
thenic state, developing functional attacks of 
breathlessness, pains in the chest, etc., ultimately 
becoming quite useless and unable to walk alone, 
because of the constant dread of the onset of a 
sudden breathless attack. In many cases short¬ 
ness of breath is due only to lack of training 
consequent on the long illness. 

A few points as to the ultimate disposal of 
hemothorax cases may be of interest. They may 
be grouped into three classes, with the usual 
borderland cases which may not readily fall into 
any special class. 

Class 1.—This is a small class including cases of 
simple hemothorax where absorption has been 
complete, and no sepsis has developed and the 
patient has a full diaphragm action. Such cases 
should, after three weeks at a convalescent hospital, 
be sent to their command depots for retraining. 

Class 2.—This class includes patients operated 
on for septic haemothorax who have made a rapid 
recovery, and after the operation wound is healed 
show only slight impairment of diaphragm action 
and no intrapulmonary fibrosis. Such cases should 
be, sent to a military convalescent hospital and 
then to a command depot. 

Class 3.—This includes the majority of the 
cases seen here. They may have been operation 
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cases, or they may show incompletely absorbed 
aseptic effusions. They present many of the fol¬ 
lowing features: Extensive and long-continued 
suppuration necessitating perhaps two or three 
operations. They heal up slowly and show marked 
limitation of chest and diaphragm action, marked 
shortness of breath with increased pulse frequency 
on mild exertion, adhesions to or in the peri¬ 
cardium, intrapulmonary fibrosis, and generally 
slow recuperative powers due to the intensity or 
long continuance of illness. The aseptic cases 
may show fibrinous adhesions, presenting deficient 
lung and diaphragm action, cases where early 
drainage has not been advisable. This class may 
be sub-divided in : 

(a) Those less severely affected, who can be 
marked for employment. 

(l>) Those more severely affected, who should 
be marked permanently unfit. 

The best occupation for this class of cases—if 
they are fit for any—is light farm work, because 
they get a maximum of fresh air and their work 
can be graded as they increase in lung capacity. 

To summarise these remarks, one would 
emphasise the following points: 

(1) Always be on the outlook for pleural fluid in 
any wound of neck, trunk, or upper abdomen. 

(2) The best results are obtained by early and 
free drainage or removal of liquid. 

(3) The ultimate result from the point of view 
of the man's efficiency to the Army depends in 
the majority of cases on the efficiency of early 
treatment. 

(4) Intra pulmonary fibrosis, thickened pleura 
with fixation of diaphragm and collapsed lung are 
the chief causes of the man’s ultimate disability 
and consequent uselessness to the Service. 

Finally, I wish to express my thanks to Col. 
T. J R. Lucas, C.B., A.M.S., Officer Commanding 
Netley Hospital, for permission to publish the 
above paper, and to my surgical colleagues for 
their uniform kindness in giving me most ample 
opportunities for observing their cases. 


ACUTE TOXAEMIA OP PREQNANCY, WITH 
ACUTE NEPHRITIS AND ACCIDENTAL 
HAEMORRHAGE; CAESAREAN HYS¬ 
TERECTOMY; RECOVERY.* 

By CARLTON OLDFIELD, F.R.C.S., 

Honorary Surgeon to the Hospital for Women and 
Children, Leeds; and 

REGINALD G. HANN. 


j A woman, aet. 38 years, married 9 years, expected 
| her first confinement about August 8th. Her 
| pregnancy was uneventful until a few days before 
| the sudden onset of her illness, when she had 
1 noticed transient swelling of the feet and face and 
; some abdominal pain. She attached no importance 
! to these symptoms and went about as usual, and 
I was not seen until urgent abdominal pain began 
| about 9.30 p.m. on June 16th. The pain was 
severe and continuous and was localised to the 
1 region of the urinary bladder. She did not appear 
, ill and the uterine muscle w r as slack, painless, and 
j apparently unaffected. No other signs or symptoms 
1 were present. At 11 p.m. her condition had altered 
seriously. The pain was very severe and involved 
the whole uterus, which was tender and tense; it 
never relaxed. She had lost naif a pint of blood 
; from the vagina. There was no trace of dilatation 
I of the os. Accidental haemorrhage was diagnosed. 

I At 2 p.m. she was seen by both of us. There had 
been no further loss of blood. Her face was 
J blanched and a little puffy. She was restless and 
had sighing respirations; the pulse was 110 and of 
good quality. She complained of abdominal pain 
j and she had headache and almost complete blind- 
I ness. The extremities were rather cold. 

Abdominal examination : The uterus was very 
j tender and firm. No fcetal outline could be 
detected, but the muscles of the abdominal wall 
became rigid whenever the uterus was palpated. 
Now and again the patient cried out on account of 
exacerbations of the abdominal pain and it was 
noticed that she made no bearing down efforts 
and that the uterus did not become harder or alter 
in any way during these attacks. 

Vaginal examination: There was blood-stained 
vaginal discharge continuously dribbling away. It 

* Read at the Royal Society of Medicine. 
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was watery blood rather than blood-stained fluid 
and contained a few small clots. The cervix was 
quite closed and no foetal part could be made out 
through the fornices. 

Urine: By means of a catheter oz. of blood¬ 
stained urine were withdrawn. It was loaded with 
albumen.* 

Diagnosis and Treatment. 

From the shock, severe abdominal pain, the firm 
and tender uterus, which had increased in size 
since first seen by one of us 4 hours before, and the 
bleeding from the vagina, we felt fairly confident 
that the case was one of accidental haemorrhage. 
The blindness, headache, scanty urine, accom¬ 
panied by slight oedema of the face, however, 
pointed no less clearly to a toxaemic condition. 

With regard to the treatment, we were in some 
doubt as to the best course to pursue. While we 
had been convinced long ago from a careful 
consideration of the subject that the graver cases 
of accidental haemorrhage, in which the cervix is 
closed, are, generally speaking, best treated by 
Caesarean section, we hesitated to carry out the 
operation immediately because of the severe 
toxaenjia which co-existed with the accidental 
haemorrhage and also because the patient did not 
appear to be in danger from the haemorrhage alone. 
We came to this conclusion because her pulse was 
not very rapid and because we thought the pallor 
and restlessness were probably due as much to 
shock as to haemorrhage, for the uterus was not 
much enlarged and no great amount of blood had 
been passed by the vagina. We decided, mainly 
because of the toxaemia, to watch the patient for a 
while and we did not interfere with her in any way. 
A binder was applied to the abdomen, hot bottles 
were put in the bed, and drinks of water were freely 
given to satisfy the thirst. 

We remained in the house and satf her every 
hour or so during the night. The abdominal 
pain persisted, and blood continued to trickle 
steadily from the vagina. The toxaemic symptoms 
did not alter, but there were no convulsions nor 
marked drowsiness. The pulse varied from 100 to 
120 and did not deteriorate in quality. The skin 
became warm and moist and at 7 a.m. her general 

* The urine examined at intervals during the first three 
months of pregnancy was free from albumen. 
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condition was considered, if changed at all, a little 
better. The external os was still quite closed and 
no urine had been passed. We now came to the 
conclusion that the least dangerous course to pursue 
was to deliver by Caesarean section, for while the 
haemorrhage and toxaemia remained the same the 
shock was less severe. 

The patient was accordingly removed to a 
neighbouring nursing home and at 9 a.m., on June 
17th—/. e. about 12 hours after the first symptoms 
appeared—the operation was done. When the 
abdomen was opened the uterus presented a 
remarkable appearance. It was purple in colour,, 
and there were innumerable small subperitoneal 
ecchymoses. When the uterine wall was incised, 
the cut surface was also purple in colour. There 
was very little oozing from it and no spurting 
vessels. The uterine cavity contained a good 
deal of old clotted blood in some watery fluid, the 
dead child (8th month) and the placenta entirely 
detached from the uterine wall and also from its 
membranes. After these mixed up contents had 
been evacuated the uterus was drawn out of the 
abdomen. It was now observed that the ecchy¬ 
moses not only involved the whole of the uterus,, 
including the cut surfaces, but the appendages and 
broad ligaments extending on to the bladder and 
outwards as far as the caecum on the right and the 
mesosigmoid on the left side. The uterine muscle 
was so broken up by haemorrhages that it seemed 
very unlikely material for suturing and on this 
account in addition to the well-known danger of 
post-partum haemorrhage occurring, it was decided 
to remove the uterus. This was done just above 
the level of the internal os. The cervical stump 
was sutured by interrupted sutures and the 
peritoneal surfaces apposed in a similar manner. 
The abdomen was closed in the usual way. For 
the hysterectomy part of the operation the patient 
had been in the Trendelenburg position. 

Her appearance now was satisfactory and her 
pulse not different from what it was before the opera* 
tion. A small quantity of ether had been sufficient 
to maintain a satisfactory anaesthesia. She was 
kept in the Trendelenburg position on the heated 
table of the operation room and 3 pints of saline 
solution were injected under the breasts. Her 
condition remained good for the five hours she was 
kept in this position in the theatre. She was now 
transferred to bed. In a short time she became 
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collapsed with marked restlessness and with un¬ 
countable and often imperceptible pulse. In spite 
of the usual restorative treatment this condition 
continued for 8 hours, after which she rallied a 
little. She had a good night after being given 
morphia, and next day, June i8th, had a pulse of 
140 and still looked very ill. No urine was passed 
spontaneously and less than 1 dr. withdrawn by 
catheter. Her face was cedematous, but the legs 
and feet were clear. She was almost completely 
blind. She now complained of an uncommon 
symptom which we do not remember having met 
with before, and which we cannot explain. Couve- 
laire, who has described a very similar case to this, 
records the same symptom. It was severe epi¬ 
gastric pain, apparently like cramp, and brought 
on whenever she had a drink. The patient never¬ 
theless took large quanties of fluid. Four drams 
of urine were withdrawn by catheter in the 
evening. 

June 19th : A little better; epigastric pain nearly 
gone; sight almost normal; perspires freely. No 
urine passed, but constant dribbling of fluid faeces 
due to saline purgative. Marked oedema of face 
still present; feet and legs became oedematous. 

June 20th: Restless night; had no morphia; 
sweating very freely; passed urine for first time 
since illness began, 12 oz.; considerable oedema of 
lower limbs noticed. 

The following report on the urine was received 
from Dr. Gruner: 

“The deposit in this specimen contains a very 
large number of squamous epithelial cells and 
cellular detritus, also much amorphous granular 
matter. The casts present are all of the granular 
or hyalo-granular variety. Small epithelial cells 
of various forms are also numerous; these include 
tailed cells belonging to stratified epithelium, pre¬ 
sumably of either the renal pelvis or the ureter. 
They are two small for the lower urinary passages, 
although some larger forms also occur which may 
be derived herefrom. There is hardly any urea 
present, and the phosphate and chloride excretion 
is very low. There is no indican. Albumen 
copious.” 

June 21st: 3 oz. urine withdrawn by catheter ; 
respirations shallow; patient slept all yesterday 
and to-day. 

June 22nd: Sweating; less cedema; blood in 
urine. 


June 23rd : Eyes examined under homatropin. 
No details in retina to be distinguished—nothing 
beyond red homogeneous field ; discs themselves 
very small; edges ill-defined as though encroached 
upon by swollen retina. No haemorrhages ; no 
detachments. Sight apparently ' almost normal 
again. Urine less deposit. 

June 24th: First marked improvement. CEdema 
of face in the morning soon goes off; considerable 
oedema of feet and legs continues. 

June 25th : Urine copious, colourless, and opal¬ 
escent, albumen, pus, and detritus. 

June 27th: Considerable bruising about the 
abdominal incision, dating from operation ; patient 
constantly drowsy. Very little cedema left. 

July 2nd : Urine, specific gravity, 1008 ; trace 
of albumen ; no oedema anywhere. 

July 5th : No albumen. 

[From this date convalescence was steady and 
uninterrupted.] 

August 10th: Looks perfectly well and has no 
symptoms. Ophthalmoscopic appearances normal. 

Remarks. 

There are three points to which Tve wish to 
draw attention : 

(1) The association of the acute and severe 
renal affection with the accidental haemorrhage. 

(2) The apoplectic condition of the uterus, the 
appendages and broad ligaments. 

(3) The treatment by Caesarean hysterectomy. 

(1) The association of the acute and severe renal 

affection with the accidental hemorrhage, —It is now 
well recognised that albumen is frequently found in 
the urine of patients who have accidental haemor¬ 
rhage. The case we have described is exceptional, 
in that the renal lesion was so acute and severe 
that the patient had symptoms resembling the 
premonitory symptoms of eclampsia and almost 
complete suppression of urine for 36 hours, followed 
by a period of 3 or 4 days, during which the 
urine was scanty, colourless, and nearly free from 
urea. An exceptional case of this character not 
only emphasises the connection between accidental 
haemorrhage and albuminuria but leads to specula¬ 
tion on the relationship between the two conditions. 
Is albuminuria a cause of accidental haemor¬ 
rhage ? Is it the result of accidental haemorrhage 
or are both conditions manifestations of a general 
toxaemia ? We are inclined to favour the latter 
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explanation, and think that our case lends support 
to that view. Accordingly we would suggest that 
accidental haemorrhage be added to the list of the 
clinical forms of toxaemia of pregnancy. 

(2) The apoplectic condition of the uterus and 
of the appendages and broad ligaments. —This lesion 
suggests to us that the haemorrhage commenced 
as a capillary haemorrhage due to the toxemia, 
and that from the eruption of the subplacentai 
tissues lacerations in the large blood sinuses were 
produced, ending in free haemorrhage between the 
uterus and the placenta, with detachment of the 
placenta. 

(3) The treatment by Ccesarean hysterectomy .— 
Many cases of accidental haemorrhage are very 
slight, and are not diagnosed until after labour. 
In the common type of case the symptoms are 
not severe, and puncture of the membranes will 
usually stop the bleeding. In the severer and 
rarer forms of the disease the treatment depends 
largely on the condition of the cervix. If the 
cervix is dilated or dilatable the problem of the 
rapid evacuation of the uturus is simple. When, 
however, the cervix is closed in a severe case of 
accidental haemorrhage, surgical intervention seems 
to be called for. In primiparae, especially when 
the pregnancy is near full term, vaginal Caesarean 
section is often difficult to carry out satisfactorily. 
The abdominal operation is a better procedure 
because the principles of surgery—viz. haemostasis 
and asepsis can be more completely carried out; 
and further, when hysterectomy follows, the raw 
surfaces can be more thoroughly closed in by the 
abdominal than by the vaginal operation. 

With regard to the question as to whether the 
uterus should be removed in severe cases of acci¬ 
dental haemorrhage, probably no rule can be 
formulated, but we can hardly imagine that any 
surgeon would hesitate about removing a uterus 
which presented such a disorganised appearance as 
the organ will) which we had to deal. 


| A CASE OF PLASTIC OR FIBRINOUS 

I BRONCHITIS. 

1 

By ERNEST C. HADLEY, M.D., B.S.Lond., 
[ F.R.C.S.E., 

I Medical Superintendent of the Leicester Poor Law 
| Infirmary. 


A woman, set. 23 years, came under my care with 
! loss of compensation of the heart caused by mitral 
| disease, following rheumatism, from which she got 
j much better in the course of a couple of months. 

Sixteen months later she again had to seek 
advice on account of the same trouble, this time, 
however, one of her most prominent symptoms 
was “ cough,” of about 3 months’ duration. She 
said that she had been, for a fortnight, expectorat¬ 
ing large pellets of phlegm. 

Upon careful examination of her sputum, it was 
found that she did cough up large balls, which at 
once suggested fibrinous bronchitis. Upon float¬ 
ing and shaking out one of these balls in water, 
the most perfect bronchial casts became apparent. 

The cough .—The character of the cough is worth 
noting. She had long fits of severe paroxysmal 
coughing, which gave rib relief, and she was only 
able to raise a little mucus. In the course of 
from one to three hours after the onset she would 
begin coughing again, and without any difficulty, 
expectorate from one to three casts with complete 
relief. She would then be entirely free from 
cough for 3 to 5 days, when there would be a 
repetition of the above series of events. 

Physical signs. —The physical signs in the chest 
were partially obscured by rales y which were 
present all over the chest, due to the heart condi¬ 
tion. There was, however, a limited area in the 
region of the fourth and fifth ribs and spaces on 
the right side in front, that presented signs which 
enabled one to locate the lesion. These signs varied 
with the stage of the cough. Ordinarily the rales 
were more numerous over this region than in other 
parts of the chest, but usually shortly preceding 
the paroxysm of coughing there would be a patchy 
diminution of resonance with diminished breath 
sounds, such as one gets in broncho-pneumonia. 

The casts. —The casts were pure white in colour 
and coughed up in round balls, which were lightly 
glued together with mucus, and easily disentangled 
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Fig. i. —Natural size. 


by shaking about in water, each cast exhibited the 
appearance which is well shown in the photograph 
(Fig. i). This typical specimen shows a most 
beautiful and perfect cast of a large bronchus and 
its branches right down to, and in some cases, 
including the air alveoli. The casts were 4* in. 
long, and ± in* in diameter at the thickest part; 
they were solid, no lumen could be seen, even on 
magnification. The set of casts coughed up 
evidently came from the same series of tubes as 
only about 5 different casts could be identified, 
so that probably only a very limited area of about 
5 main tubes was affected. The diagram (Fig. 2) 
shows the method of dichotomous branching of 
the large stem before ending in dendritic termi¬ 
nals, which cannot be seen without handling the 
specimen. 


All other conditions sometimes associated with 
this rare disease in text-books, except heart disease 
were absent. Apart from bronchitis there was no 
evidence of phthisis, no history of other members 
of the family being similarly affected. NoCharcot- 
Leyden crystals or Curschmann spirals were found 
in the sputum. The patient died from heart 
failure, but unfortunately it was not possible to get 
permission to perform an autopsy. 

Pathology\ — The casts present on section a 
stratified arrangement as if fibrine, with leucocytes 
entangled, had been deposited in layers. The 
exact pathology and source of the exudation is still 
undetermined, for, whereas some authorities say, 
“That there is little perceptible alteration found 
in the mucous membrane, in some cases where 
death has occurred shortly after the expectoration 
of casts, or where casts have been found in sit //,” 
other authorities (Frankel) state, “that there is a 
permanent denudation of a portion of bronchial 
mucous membrane of its epithelium and as a 


n 



Fig. 2. —Diagram to show the dichotomous branching 
of the main stem of cast before breaking up into 
dendritic twigs. 
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consequence a copious pouring-out into the bronchi 
of coagulable fluid which afterwards coagulates and 
forms a fibrinous cast.” ! 

Plastic bronchitis is in all probability confined to 
the smaller bronchi, rarely larger than a goose quill, 1 
down to the finest branches. Cases in which 
casts of the nose, trachea, and main bronchus are * 
described are probably mostly diphtheritic in 1 
origin. Cases in which casts of the finest bron- 1 
chioles only are expectorated are probably broncho- 
pneumonic, or phthisical in origin. 

The number of cases of this curious condition 
on record in the whole of medical literature, 1 
English and foreign, is very small, probably well i 
under 150 cases. Many of the cases described as 
croupous bronchitis, especially the earlier recorded 
cases, were without doubt diphtheritic. In one 
case the casts were found to be composed of 
Aspergillus fumigatus and its spores (‘ La Presse 
Med., ? December 2nd, 1899, p. 325). 

Cases collected by various observers from all 
sources — 

Thierfelden. —‘Archiv fur physiol., Heilk.,’ | 
1854, part 2, p. 206, searching from 1734 to 1854, 
found 19 oases. 

Lebert. —‘ Deutsches Archiv fur Klinische j 
Median.,’ 1869, found up to and including the I 
year 1869, only 44 undoubted cases. 

West. —‘Practitioner,’ June, 1889, p. 83, 
between the years 1869 and 1889, 52 cases. 

1 

Berhmann. —‘Med. Annual,’ 1903, p. 163, was 
able to collect only 98 cases from the whole of ' 
French, German, English, and American Journals 
and monographs, and has placed them into nine 
groups. Six he calls doubtful cases, owing to 
incomplete records; these include all cases up to 
1903. 

The ‘Index Medicus ’ for May, 1907, gives a 
further 12 cases. 


Extra-Peritoneal Rupture of the Bladder 
with Fraoture of the Pehris.— Max O. Klotz 
points out that few cases of this accident have been 
reported. The symptoms point to serious lesions 
in the pelvic frame about the pubic arch. There 
is inability to void urine and possibly a few drops 
of blood appear at the meatus. Catheterising may 
not be followed by the withdrawal of any urine 
whatsoever, or may permit of the drainage of a 
small quantity of blooil only, or a mixture of blood 
and urine. 

Palpation of the supra-pubic region is not alone 
painful, but fails to reveal the presence of a 
normally distended bladder, and percussion may 
also fail to give any characteristic dull note 
indicating the presence of a normally distended 
bladder. Both palpation and percussion, how¬ 
ever, are not always dependable, as a case seen 
some hours after the accident may give both a dull 
note and show the existence of a mass in the 
region of the bladder, which may be due to the 
extravasation of a large amount of both blood and 
urine into the prevesical tissues. There is not 
necessarily much shock; certainly nothing like the 
amount in cases of intra-peritoneal rupture. On 
the other hand, although there is always great pain, 
definitely localised to the region of the bladder, 
and fruitless efforts at voiding, rectal examination 
as a rule gives us no great assistance in a diagnosis 
beyond confirming the seat of the pain, which is 
limited to the bladder and its immediately sur¬ 
rounding tissues. 

Fracture of the pelvis, particularly of the rami 
of the pubic arch, is almost always present, but 
crepitus is not always to be definitely felt; cer¬ 
tainly not without an anaesthetic, the splinting 
action of the muscles often fixing the fragments 
and preventing definite movement. An X-ray 
I examination should always be made at once, when 
j possible. In the absence of facilities for doing so 
no time should be lost in draining the peri-vesical 
tissues, and in the second place, if possible, in 
, closing the rent in the bladder wall. The latter 
i procedure is frequently difficult, and may be 
impossible, particularly if the rupture is deep- 
j seated, lying almost behind the lower border of 
the pubic arch and involving the bladder wall 


near the sphincter. In these cases little remains 


to be done but to follow the usual routine of careful 
drainage and irrigation, when the wound will close 
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spontaneously, generally in about 6 weeks, depend¬ 
ing upon the size of the original opening. 

A man, aet. 20 years, while driving a sleigh on 
February 21st, 1914, was struck by a tramcar. 
He was thrown on the tracks in front of the car, 
falling under the fender and immediately in front 
of the wheels, which were locked by the brake, 
but were skidding on the snowy rails. But for 
the fact that the road was smooth with frozen 
snow and ice, he would probably have been 
crushed to death. He was pushed ahead of the 
car for some 40 ft., the pelvis being the point on 
which most pressure was exerted. 

On arrival at hospital, his general condition was 
good, but he complained of great pain in the 
bladder. He had been unable to stand without 
assistance, although he had tried to do so, but 
found himself unable to carry his weight owing to 
pain in the pubic region. 

A few drops of blood exuded from the meatus, 
and the passage of a catheter was followed by 
withdrawal of less than \ oz. of blood and urine. 
Distinct crepitus was felt, but palpation of the left 
upper pubic ramus within about 2 in. of the 
symphysis was so painful that fracture was diag¬ 
nosed, which was confirmed by a skiagram. A 
diagnosis of rupture of the bladder being practically 
established, the prevesical space was opened by a 
median incision. The subcutaneous tissues were 
intensely infiltrated with blood and the reflexion of 
the peritoneum upon the bladder more or less 
oedematous, showing evidence of extensive con¬ 
tusion. The bladder lay deep in the wound, was 
collapsed and was found to have a ragged tear of 
about in. in extent on its anterior wall immedi¬ 
ately above the sphincter. Projecting into the 
wound in the bladder was the outer fragment of 
the left ramus, which had been displaced down¬ 
wards and backwards, the end terminating in a 
long spicule. The fracture was readily reduced 
and remained in position on applying extensive 
adhesive strapping around the pelvis. 

It was found impossible to suture the rent in 
the bladder, so that after thoroughly evacuating 
all blood-clots and irrigating with a saturated 
boric acid solution, nothing further was done but 
the placing of a drainage tube down to the open¬ 
ing in the bladder wall. A permanent catheter 
was inserted through the urethra and irrigations 
carried on at first every 6 hours, which were shortly 


reduced to twice daily. A small pocket of pus 
had collected in the most dependent portion of 
the space of Retzius. This was drained by a tube 
carried to the site of the infection by the ischio¬ 
rectal route. The whole wound was completely 
closed by April 25th. When he left hospital he 
had no difficulty in walking, running, or jumping, 

1 and had perfect control over his bladder.— Cana - 
| diatt Med . Assoc. Journ ., p. 641. 


Ulcers of the (Esophagus in Dysentery.— 

P. Ameulle and L. P£rin have reported two cases 
of this condition. The distinctive lesions of 
dysentery in the digestive tract are usually strictly 
limited to the colon; in the small intestine they 
are rare, and no case of the oesophagus being 
affected appears to be recorded. In both cases 
the patients suffered from dysphagia, and ulcera¬ 
tion at the lower portion of the oesophagus was 
found under circumstances which pointed to the 
lesions being dysenteric, although the final proof 
of identification of the specific organism could not 
be obtained. 

Case i. —A chauffeur, aet. 44 years, began to 
suffer from general malaise and slight diarrhoea on 
August 12th. This increased to a liquid greenish 
stool every two hours, accompanied by pain in the 
abdomen, and on August 17th he observed blood 
in the motions for the first time. He was admitted 
to the field ambulance on August 22nd, at which 
period he was passing about 25 stools daily, con¬ 
sisting of a reddish watery fluid containing streaks 
of blood and greyish shreds. The temperature 
was ioi*3° F., the pulse was small, and he uras 
emaciated and exhausted. A specimen of the 
stool taken on admission was examined for 
dysenteric organisms with negative results, but a 
comrade’s, suffering from similar symptoms, 
showed a bacillus of the Shiga type. On 
August 23rd and on the two following days he 
received 80 c.c. of anti-dysenteric serum, after 
which the temperature fell to normal and the stools 
to half their former number. On August 27th 
he began to complain of a burning sensation in 
the throat and retrosternal region and also of 
suffocation, although respiration was not accele¬ 
rated and there was no dyspnoea. He suffered 
severely on swallowing, and refused to take any¬ 
thing but hot liquids. The dysphagia increased 
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so that nourishment could not be given, and from 
September ist he could not swallow even warm 
liquids. An attempt to give him an egg beaten 
up in milk was repulsed with horror. On Sep¬ 
tember 2nd the stools had ceased, the tongue and 
mouth were dry and the pulse imperceptible. 
Next day injection of ioo c.c. of an isotonic 
solution of glucose was given, but he gradually 
lost consciousness, and died on September 5th 
with a temperature of 96*8° F. 

At the necropsy the last 3 metres of the small 
intestine had a uniformly dark injected appearance 
without ecchymoses, ulcers or other lesions. The 
colon showed numerous ulcers from the caecum to 
the rectum, many extending to the muscular coat. 
From some of the ulcers the remains of the mucous 
membrane projected as black papillae. The colon 
contained a scanty reddish pasty stool. The 
appendix was normal. The mucous membrane of 
the oesophagus from the bifurcation of the trachea 
downwards showed blackish tracts 2 to 3 mm. 
broad and several cm. long interposed between its 
folds. These tracts resembled in colour the 
sloughs caused by caustics. They ceased abruptly 
at. the cardiac orifice. At intervals were a few 
smaller oval, red, punched-out ulcers. The other 
changes were unimportant except marked broncho¬ 
pneumonia. On histological examination the 
mucous membrane of the oesophagus had disap¬ 
peared over large parts of the surface, the ulcers 
extending to the muscularis mucosae. The floor of 
the ulcers was composed of a mass of necrosed 
polynuclear and connective-tissue cells, while at 
the edges the epithelium appeared to be worn 
away. Where the epithelium was intact the tissue 
was oedematous, with patches of infiltration with 
lymphocytes, the lymphatics being also loaded with 
these cells as in erysipelas. The appearances 
suggested that these patches of infiltration had 
preceded and possibly determined the ulceration 
of the oesophagus. 

Case 2.—A captain of infantry, aet. 38 years, 
was admitted on September ioth, with a diagnosis 
of enteritis and general fatigue. His illness had 
lasted 15 days and began with diarrhoea, which 
rapidly became severe. The bowels acted from 
40 to 50 times a day, often with great suddenness. 
The stools were small and typically dysenteric— 
glairy and blood-Stained with greyish debris —and 
there was painful straining and tenesmus. From 


the onset his general condition was bad, with 
pinched features, sunken eyes, and husky voice. 
He was much emaciated and had cold extremities, 
the temperature ranging from 98*6° to ioo'3° F. 
He was given a daily injection of 0*04 grm. of 
emetine and 60 c.c. of anti-dysenteric serum with¬ 
out benefit. Ipecacuanha and sulphate of sodium 
gave no better result. On September 12th he 
complained of retro-sternal discomfort immediately 
after taking food, which was followed by vomiting 
and persisted long afterwards as a vague deeply 
seated uneasiness in the chest. It seemed to arise 
from spasm of the oesophagus. The temperature 
now varied from 97*8° to 98*5° F., the pulse was 
100 to 120, small and regular, and the respiration 
was rapid and laboured and orthopnoeic. On 
September 15th, incessant distressing hiccough 
began and continued till death on this day with a 
temperature of 96° F. The patient had suffered 
from diarrhoea on many occasions for some years. 
He was admitted from a unit in which there were 
cases of dysentery verified in the laboratory, but 
neither amoebae nor bacilli were detected in his 
stools. 

At the necropsy the blood of the vena cava 
agglutinated Shiga’s bacillus to the exclusion of 
other varieties at 1 to *300. The stomach and 
small intestine were normal. The colon and 
rectum were extensively ulcerated, no intact 
mucous membrane being visible, while the other 
coats of the bowel were much thickened. The 
lower third of the oesophagus presented several 
small reddish ulcers, which extended as far as the 
cardiac orifice. Histologically these oesophageal 
ulcers were shallow, being confined to the epithe¬ 
lium. The submucous tissue was oedematous and 
the capillaries extremely distended with blood. 
This infiltration extended to the muscularis mucosae, 
but not beyond it. 

In both these cases the oesophageal ulceration 
I was clinically expressed by the dysphagia and 
I burning sensation behind the sternum. The 
| ulceration was in the lower part, with congestion 
i and oedema, recalling the intestinal lesions of 
dysentery. Both patients suffered from what was 
undoubtedly dysentery of a severe type, although 
this was not verified by laboratory tests, and anti- 
dysenteric treatment was of little benefit. The 
writers regard ulceration of the oesophagus as a 
serious complication of epidemic dysentery, which 
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renders alimentation more difficult in a patient 
already weakened by an exhausting disease.— 
Bulletins de la Soc. Mid. des Hopiiaux , p. 2289. 


REVIEWS. 

Intensive Treatment of Syphilis and Loco¬ 
motor Ataxia by Aachen Methods. By 
Reginald Hayes, M.R.C.S. London : Bail- 
lifere, Tindall & Cox. (Second Edition. Crown 
8vo, pp. vi -f 88, 4 plates. 3s. 6 d. net.) 

By the Aachen method is understood the inunc¬ 
tion of a 33^ per cent, mercurial ointment, under 
medical supervision, combined with the use of 
sulphur water in the form of baths, and also taken 
internally. Originally devised at Aachen, the 
treatment can easily be carried out in this country. 
In late syphilis, when the affection resides in parts 
not easily reached through the blood-stream, as in 
some parts of the cerebro-spinal system, or for the 
treatment of gummata, Dr. Hayes regards sal- 
varsan as of small utility, and relies rather on the 
intensive administration of mercury. We agree 
with him that many more years of experience will 
be necessary before the true value and limitations i 
of salvarsan are determined. He lays stress on 
the necessity for obtaining expert “ rubbers.” The j 
parts usually selected for inunction by the majority 
of practitioners are the axilla and groin, but these 
sites are quite unsuited for a thorough and pro¬ 
longed application of mercury. The author pays 
due attention to the hygiene of the mouth, and 
insists, as a preliminary step, on the removal of 
all tartar and decaying stumps. The illustrations 
depict the respective positions of rubber and 
patient and the surfaces of the body selected for 
inunction. 

Malingering; or, The Simulation of Disease. 
By A. Bassett Jones, M.B.Lond., and 
L. J. Llewellyn, M.B.Lond., with a chapter 
on “ Malingering in Relation to the Eye/' 
By W. M. Beaumont. London: William 
Heinemann, 1917. (Royal 8vo. Pp. 708. 
25 s. net.) 

The study of malingering is rapidly becoming a 
more exact science. Amongst the additions to the 
medical curriculum in the immediate future it will 


almost certainly be included as a branch of forensic 
medicine. This work is at once authoritative and 
opportune in view of the many new problems 
which the war has brought about. Chapters V and 
VI which deal with the diagnosis and its resultant 
decision are invaluable. It is interesting, practical, 
and lucid. Malingering immediately raises the 
question of differential diagnosis. Its study will 
both eliminate the common danger of mistaking 
symptoms for causes, and lead to precision in 
diagnosis especially when—as will frequently 
happen—the expressed opinion is likely to be 
reviewed or revised by another medical man or by 
a medical tribunal. Malingering in relation to 
epilepsy and insanity is considered at some length. 
At first sight the former may seem to lend itself to 
easy recognition but at the front especially its 
situation has often been a difficulty. Even 
Babinski’s sign can be simulated by the knowing 
ones. Full consideration is given to malingering 
in relation to accident and bodily diseases, while 
the chapter bearing on simulating disease of the 
special sense organs is both exhaustive and 
stimulating. The book may be regarded as a 
standard work on the subject. In the next edition 
an increase in the number of illustrations would 
be an advantage. 

A Compendium of Aids to Home Nursing. 

By N. Corbet Fletcher, M.B. 6 d. net. 

London : John Bale, Sons and Danielsson, 

Ltd. is. net. 

The amount of information Dr. Fletcher is able 
to compress between the covers of this small book 
is remarkable. Nothing bearing on the subject is 
omitted and there is an excellent index and spare 
pages for lecture notes. 


i Bed-Sores : their Prevention and Cure. By x 
Catherine W. Smart. London : John Bale, 
Sons and Danielsson, Ltd. is. net. 

Miss Smart, Matron of Waddington Hospital, 
Yorks, has some interesting and instructive sugges- 
I tions for the treatment of this malady in the home. 
The book entirely free from medical terms. 
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SOME REMARKS ON ECTOPIC 
GESTATION.* 

By CHARLES GREENE CUMSTON, B.S., 
M.D., 

Privat-docent at the University of Geneva ; Honorary 
Member of the Surgical Society of Belgium ; Fellow 
of the Royal Society of Medicine of London; Member 
of the Swiss Gynaecological Society, etc. 

Geneva, Switzerland. 


Gentlemen,— The study of ectopic gestation is a 
subject far too vast to be considered in a single 
lecture, and what 1 have to say to-day will be 
limited to the consideration of the aetiology and 
symptomatology. 

Three principal groups of ectopic gestation are 
met with in practice, viz.: (i) Tubal pregnancy , 
which itself comprises three varieties, namely, inter¬ 
stitial, ampullar, and tubo abdominal gestation ; 
(2} ovarian gestation ; and (3) abdominal gestation. 
Abdominal gestation may be either primary or 
secondary . The primary type results from a direct 
graft of the fecundated ovum on the peritoneum, 
while the secondary type follows upon a tubal 
abortion or rupture, the placenta retaining its 
relations with its primary surface of implantation. 

Ovarian gestation, which has been denied by 
many, exists in reality, and many unquestionable 
cases have been recorded in recent years. Tubal 
gestation being the commonest form, will only be 
discussed to-day, and since you will surely meet 
with a case sooner or later the subject is one of 
real practical value. 

The aetiology of ectopic gestation would be 
greatly simplified could one admit the theory 
of Lawson Tait, who maintained that the tube, 
after being deprived of its epithelium by a process 
of desquamation, becomes a cavity aptly fitted for 
graft of the ovum to take place. The spermatozoon 

# A lecture delivered during course on abdominal 
surgery at the University of Geneva. 
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penetrating the tube fecundates the immobilised 
ovum or may even reach the ovary itself. 

However, other pathogeneses have been put 
forward. Webster is of the opinion that ectopic 
gestation is an evidence of atavism, and is the 
result of a congenital malformation of the tubes 
presenting abnormal structures, consisting of in- 
fundibuliform ducts opening into the lumen of the 
tube. In favour of this view he points to the 
frequent recurrence of ectopic gestation in the same 
female as an indication of an abnormality of the 
oviducts. Now, it is known that the tubes in a 
normal condition present depressions of varying 
depths, but nearly all are quite sufficient to offer a 
nidus for an ovum, and ectopic gestation is a rela¬ 
tively rare process. The ovum cannot become 
easily lodged in these depressions, the openings of 
which are protected by vibratory cilia. On the 
other hand, I fail to understand why recurrences 
should be looked upon as a sign of a congenital 
anomaly. This proof should be furnished by a 
family history of pathologic pregnancies, and such 
is not the case. In a fairly large proportion of 
cases the patients are not primiparae, while still 
others are known to have normal pregnancies 
later on. * 

In several instances neoplasms, cysts, fibromata, 
etc., have been noted in the neighbourhood of the 
tube involved, and, therefore, the conclusion was 
reached that these morbid products prevented the 
migration of the fecundated ovum from com¬ 
pression of the tube, so that the ovum became 
fixed at the spot where its onward progression was 
interfered with. 

If the condition offered was a stricture of the 
lumen of the tube one could readily understand 
that this stricture would be sufficiently patent to 
allow the passage of a spermatozoon, but that it 
would not allow an ovum to pass through. Now, 
in the cases under consideration we are not dealing 
with a stricture, but merely a flattening of a 
small duct by pressure from a large tumour outside. 
I do not deny that partial occlusion is possible, 
but usually the lumen of the tube is either com¬ 
pletely occluded or totally free. I, therefore, am 
of the opinion that mechanical factors, taken by 
themselves, are incapable of permanently occluding 
the tubes, and cases are on record in which even 
ligature offered only a temporary barrier to the 
spermatozoon. Experiments on bitches, cats, and 


rabbits have proven that a tube may become 
patent after ligature, even when it has been so 
crushed that only the peritoneal covering remained. 

To these criticisms a serious objection can be 
made, namely, a tumour compresses a tube and the 
other oviduct is .normal, but the spermatozoon, dis¬ 
daining the normal ovary, may fecundate an ovum 
on the opposite side. Nevertheless, gentlemen, I 
think it may be safely maintained that compression 
of the tube alone cannot give rise to an ectopic 
gestation, even when the fecundated ovum is re¬ 
tained at the point of compression. I am led to 
make this statement from the results of the experi¬ 
ments carried out by Wandle and Schmitt, who, 
after studying the manner of fecundation in rabbits 
and the duration of migration of the fecundated 
ovum to the uterus, ligated the tube between the 
fecundated ovum and uterus, thus realising the 
same conditions as those invoked for explaining 
the production of tubal gestation. And, strange 
to relate, although rabbits are subject to ectopic 
gestation, these writers were never able to produce 
the process experimentally ! It is for this reason 
that the theory of Franqu£ and Garkisch is merely 
an insufficient explanation of ectopic gestation when 
they maintain that the causative factor resides in 
acquired or congenital diverticula in the tube. 

At present, most writers admit that an inflam¬ 
matory process in the tubes can result in ectopic 
gestation, and, from the clinical standpoint, I am 
decidedly of this opinion, although I am perfectly 
well aware that it is not always an easy matter to 
find or to detect traces of a former inflammatory 
process. Neither the anamnesis or the finding of 
unquestionable lesions do not always lead to the 
truth, because frequently the patient does not 
know or will not inform the physician, so that it 
becomes impossible to learn the morbid ante¬ 
cedents, and this remark is of considerable 
importance before considering the statistical side 
of the question. 

Finally, when during an operation the adnexa 
are examined, they should be submitted to an 
histologic examination before they can be con¬ 
sidered normal, and this is not done, or cannot 
be done, in each and every case. And how can 
one affirm that an organ is healthy when it is the 
seat of a transformation such as that resulting 
from a tubal gestation ? How can one prove that 
a microscopic lesion is the result of the tubal 
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gestation and not a pre-existing infection, and 
establish the relation between cause and effect ? 

You perceive that the problem is complex, and it 
is only after having compared all the possible solu¬ 
tions that I have come to the conclusion that 
primary inflammation of the tubes better explains 
the pathogenesis of tubal gestation than any other 
yet put forward. 

Tubal gestation may take place at any time during 
genital activity, but it is uncommon before the age 
of 20 years. In about 18 per cent, of the cases 
the patients have been sterile, while in a great 
many evident signs of infection will be detected, 
as the following instructive figures, due to Sep- 
kowaki, show. Out of a total of 37 cases he 
found a history of miscarriage in 14, = 387 per 
cent.; in 6 cases there had been a puerperal infec¬ 
tion in the last pregnancy; in 3 cases there had 
been twin pregnancies ; and in orle case the tubal 
gestation took place during nursing. 

Finally, after examining the adnexa of these 
patients he found the following lesions : In 
13 cases there were signs of endometritis; in two 
multiple torsion of the tube; in 7 follicular hydrops 
and cortical ovaritis; in 11 pelvic peritonitis, 
perimetritis, and periovaritis; in two a cyst of the 
broad ligament, and in two an hemato-salpinx on 
the opposite side. 

In 5 of my cases of ectopic gestation there was a 
clear history of a former gonorrhoeal infection, 
while in 3 others it was more than probable that 
the patients had at some previous time been the 
host of the gonococcus. Many writers have like¬ 
wise maintained that gonorrhoeal infection of the 
female pelvic organs has been the causal factor of 
ectopic gestation, and that this is most plausible 
you have only to consider the multiple .effects of 
inflammation. There is first a desquamation of 
the ciliated epithelium which normally prevents a 
tubal graft of the ovum from taking place. After¬ 
wards, the sub-epithelial layers participate in the 
inflammatory reaction, becoming tumefied, and are 
abundantly supplied with a neo-vascularisation, 
sometimes resulting in a permanent change in the 
histologic structure of the tube to such an extent 
that when the inflammatory process has subsided, 
the ovum if fecundated, finds a very favourable 
soil for grafting itself. And if the inflammatory 
process prepares the mucosa in such a way that an 
ovum may graft itself, a lesion which is absolutely 


requisite for the morbid process to occur, it at the 
same time creates barriers which will arrest the 
ovum in its migration to the uterine cavity. 

The folds in the tubal lumen which are floating 
in the normal state, contract under the influence 
of adhesions resulting from an inflammatory process. 
They may become adherent longitudinally or 
perpendicularly to the lumen of the tube, thus 
forming depressions or minute craters, or even 
ducts which alter the aspect of the tube. Small 
abscesses form in the midst of the tubal walls, and 
by a process of ulceration break down and open 
into the mucosa, while their cicatrisation gives rise 
to small cupuliform depressions susceptible of 
retaining the ovum. 

Finally, it is known that the tube possesses a 
number of depressions into which the ovum may 
become lodged if the ciliated epithelial lining has 
disappeared. A number of careful researches have 
fully demonstrated to my mind that an ovum will 
never become grafted on a normal tubal mucosa . 

Therefore, a salpingitis, usually gonorrhoeal— 
and certainly this is frequent enough in all classes 
of society, as you will learn when you have been in 
practice a short time—can give rise to ectopic 
gestation for two reasons. The first and most 
important is the exfoliation of the tubal epithelium; 
the second by retention of the fecundated ovum in 
the tubal folds and crater-like depressions in the 
mucosa. 

This same pathogenesis is quite applicable to 
ovarian gestation, because the hypertrophy of the 
cortical layer of the ovary, the result of inflam¬ 
mation, can very well prevent the dehiscence of the 
fecundated ovum. Likewise, a pelvic peritonitis 
readily explains the production of a primary peri¬ 
toneal gestation. 

I shall now turn to the symptoms of ectopic 
gestation, a most important question, because life 
frequently depends upon it. Ectopic gestation 
manifests itself by an ensemble of symptoms which 
result from the abnormal site of the embryo. 

Regardless of the clinical forms with a complete 
symptom-complex, therefore easy of diagnosis, 
other instances occur in which the symptoms are 
indefinite, or the initial symptom is a periuterine 
hematocele. In a few cases, patients have reached 
term without any painful phenomena occurring, 
but this is exceptional, and abdominal and lumbar 
pain is usually complained of. 
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A woman, after having remained for several i the evolution of an ectopic gestation. It is hardly 
months without menstruating, is taken with small necessary for me to add that in cases where the 

but repeated haemorrhages. At the same time she foetus undergoes its evolution in the abdominal 

will tell you that she has experienced the early j cavity or on the ovary, the second pathogenesis is 
symptoms of pregnancy, and the loss of blood now ! the only one to be considered. Then, too, in 
going on causes anxiety for fear of a miscarriage. J primary abdominal and ovarian pregnancy the 

You will find that the abdomen contains a rather 1 metrorrhagia is very slight or may even be absent, 

high situated, asymmetrical tumour which, by I In a certain number of cases the cervix has been 
palpation, is found to be distinct from the uterus. ' j found small and hard, and it was thought that 
Soon after, the blood becomes darker in colour, 1 the absence of softening was in favour of a diagnosis 
assuming a chocolate hue, while in *quite a few I of ectopic gestation. But frequently the cervix is 
instances the decidua will be expelled with or* j softened and enlarged to such an extent that in 
without pain. If the decidua is passed in small^ cases where the pregnancy went to term, ex¬ 
bits it may not attract the patient’s attention, and - perienced obstetricians have supposed the condition 


therefore is eliminated without notice, a fact that 
you must constantly bear in mind when taking the 
history of these patients. 

According to the evolution of the gestation, you 
will observe the serious symptoms of an internal 
haemorrhage if the rupture of the foetal sac has 
taken place, while if the product of conception is 
dead the patient will be in a state of foetal 
retention, in which case a progressive return to 
health may take place or a peritonitis from foetal 
infection appears upon the scene. 

I wish to particularly consider the metrorrhagia 
arising in ectopic gestation, the condition of the 
cervix and the corpus uteri and the elimination of 
the decidua, because these points are of the utmost 
practical importance in practice. 

The metrorrhagia is not periodical like menstru¬ 
ation ; it is intermittent and also differs by its 
quantity and colour, which is usually darker than 
normal. It is rarely wanting, but if by chance the 
blood is retained in the uterine cavity for some 
time, the cedematons mucosa will obstruct the 
cervix, and .then the discharge will assume the 
chocolate colour to which I have already alluded. 

The blood most commonly comes from the 
uterine mucosa, I believe, on account of the intense 
hyperemia of the hypertrophied mucosa and inter¬ 
stitial haemorrhages, but the loss of blood may very 
well take place in the tube itself, being retroplacental 
in nature, and on account of the patentcy of the 
lumen the blood escapes by the vulva. Let me 
say that this is not theory, but has been proved 
to actually happen, although you will readily con¬ 
ceive that such a phenomenon must be exceptional. 

Uterine and tubal haemorrhages are, conse¬ 
quently, the causal factors of metrorrhagia during 


to be a normal pregnancy, and never suspected the 
real condition of affairs. 

Here it is necessary to make a fundamental 
distinction, namely, that in every case of ectopic or 
normal gestation the cervix is softened, but this 
softening decreases when the ovum ceases to develop . 
When the product of conception has been dead 
for some time the cervix is no longer soft, quite on 
the contrary, it is hard, so that in some cases the 
cervix will give us data as to the life or death of 
the foetus when other diagnostic means are wanting. 

The uterus undergoes some marked changes as 
far as its size is concerned. At the beginning of 
ectopic gestation it hypertrophies and progressively 
reaches the size of a uterus at three months, but it 
retains this size up to the end of the pathological 
pregnancy. 

The uterine mucosa likewise participates in the 
changes of the organs of generation. It becomes 
the seat of an intense congestion, as I have already 
pointed out, to such an extent that interstitial 
haemorrhages take place, while its structure 
becomes greatly transformed This reaction 
finally results in the development of a true decidua 
which is sometimes expelled in the shape of a 
membranous sac, representing the mould of the 
uterine cavity or, what is more common, it is 
eliminated piecemeal. The presence of a decidua 
in the uterine cavity without uterine pregnancy is 
a phenomenon that was known to the older physi¬ 
cians, but they failed to explain it. Of recent years 
numerous researches have been undertaken to 
determine the physiology of the corpus luteum, and 
by this means an explanation was found for the 
formation and elimination of the uterine epithelium 
which had become differentiated and transformed 
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into a decidua. When an ovum becomes detached 
from the ovary with each menstrual period, the 
ruptured surface retracts, then becomes hyperaemic 
and hypertrophies at the same time that the neo- 
formed cells become charged with fat and a special 
colouring matter called lutein, and thus the corpus 
luteum is formed. Now, if the ovum is not ferti¬ 
lised the corpus luteum atrophies and undergoes a 
fibrous transformation. If, on the other hand, it is 
fertilised, the corpus luteum takes on a consider¬ 
able development which it retains up to an advanced 
period of gestation. The corpus luteum, after 
insertion of the fertilised ovum is a rounded 
structure having a diameter of 1*5 to 2 mm., 
surrounded by a connective tissue. It is larger than 
the follicle from which it is derived. As far back as 
1898, Prenant considered this structure as a true 
vascular gland and, in point of fact, its histologic 
structure justifies this opinion. 

The corpus luteum is composed of large poly¬ 
hedral epitheloid cells containing yellow granulations 
and regularly placed in series. Between two sister 
cells there exists a capillary loop. The cell columns, 
which are perpendicular to the capsule, converge 
towards a small space filled with blood or fluid, 
situated at the centre of the corpus luteum. The 
capillary loops coming from the capsule, and, 
therefore, having a centripetal direction, form a 
tight network, which extends throughout the corpus 
luteum. This structure resembles absolutely the 
aspect of an endocrine gland. Experiments have 
further shown the function of the corpus luteum of 
pregnancy. Some rabbits were impregnated, then 
isolated and castrated on the sixth day following. 
In 13 experiments the uterus was invariably found 
empty. It might be held that the operative 
trauma was sufficient to prevent the fixation of the 
fertilised ovum in the uterine mucosa, therefore 
control operations were done. In the first series, 
instead of removing the ovaries completely, the 
corpus luteum was respected and fixation occurred. 
In a second series the ovaries were left in situ , 
but the corpus luteum was destroyed with the 
thermocautery, and fixation of the ovum did not 
take place. These experiments which are due to 
Fraenkel, show that the integrity of the corpus 
luteum is necessary in order that the fertilised 
ovum shall become implanted in the uterine 
mucosa. Jhe order in which the successive phases 
take place demonstrate the p^rt played by the J 


corpus luteum. The follicle ruptures, the ovum is 
expelled ,*and then fertilised ; the corpus luteum 
forms, the uterine mucosa undergoes its changes 
and the ovum becomes implanted in it. 

The function of the corpus luteum is to set up 
the histologic changes in the uterine mucosa, so 
that the ovum may become fixed in it and undergo 
its evolution. These changes occur at the time 
the ovum is still a foreign body, and its ultimate 
fixation in the tubal or uterine cavity is as yet not 
foreseen. Therefore, it is an easy matter to ex¬ 
plain the presence of a decidua in the uterine 
cavity during the evolution of an ectopic gestation. 
From the instant that the ovum is fertilised the 
uterine mucosa prepares to play its part in the 
evolution of the product of conception; that is to 
say, it produces a decidua, and even should the 
fertilised ovum be retained at some abnormal 
point of development, the decidua is none the less 
formed in the uterus. 

The cause of detachment and expulsion of the 
decidua from the uterus has been variously esti¬ 
mated, but never demonstrated satisfactorily. It is, 
perhaps, possible that the action of the corpus 
luteum, sufficient x to assure the vitality of the 
decidua for the first few weeks of gestation, cannot 
be prolonged if the implantation of the ovum in 
the uterine mucosa does not create other means of 
attachment, but this is merely a supposition. 

There is yet one more symptom of ectopic 
gestation to which sufficient attention has not been 
paid, probably because it is not constant I refer to 
the intense anaemia which occasionally is present. 
It rarely becomes manifest before the fifth month 
of gestation, or perhaps it were more correct to 
say that it is from this time on that it may be 
a really serious complication. The patient is very 
pale, the gums and conjunctiva are white, the 
integuments often assume a yellow tinge, while 
loss of weight is generally very pronounced. Upon 
the slightest exertion the pulse becomes rapid, and 
there is evident dyspnoea. Auscultation reveals 
extra-cardiac murmurs, and various anaemic mur¬ 
murs will be found at the base of the neck in the 
area of the jugular veins. It is probable that 
intestinal disturbances, which are rarely absent in 
ectopic gestation, contribute to a certain extent to 
weaken the patient, but they are not sufficient to 
I produce the severe anaemia, the cause of which is 
[ the recurring loss of blood. It is the frequency 
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and not the absolute quantity of each menorrhagia 
that reduces the globular value of the blood, and 
this to a much higher degree than would a serious 
haemorrhage. 

In a future lecture I shall consider the question 
of treatment of ectopic gestation, which is strictly 
surgical, but to-day I desired to lay stress on 
certain points not usually to be found in many 
text-books. 


Predetermination of Sex.— Siegel’s compila¬ 
tion of data show a connection between the state 
of ripening of the ovum at the time of conception 
and the sex of the embryo. He has records of 
300 pregnancies following the brief leave of absence 
of the soldier husband from the Front. He 
classifies the conception by four periods: from the 
1 st to the 9th day after the onset of menstruation ; 
from the 10th to the 14th day, and from the 15th 
to the 22nd. The remaining few days before the 
return of menstruation show so few conceptions 
that he omits this premenstruum period altogether 
from his tabulations. The findings in the latest 
series confirm his previous conclusions, namely, 
that a girl may be expected when the ovum is 
young, from the 15th to the 23rd day. A boy is 
more probable when the ovum is overripe, that 
is, from the 27th day from the onset of menstrua¬ 
tion to the 9th day following the onset of the next 
menstruation. During the periods between these 
the chances are about even for a boy or girl. One 
of his tables embraces 115 cases. It shows in the 
1 st to the 9th day period, 48 boys and 8 girls; 
from the 9th to the 14th, 10 boys and 14 girls; 
from the 15th to the 23rd, inclusive, 5 boys and 
26 girls; from the 24th to the 26th, no boys and 
no girls; from the 27th to the onset of the next 
menses, 4 boys and no girls. Pryll has recently 
published a somewhat similar series of 25 cases, 
his findings showing a similar connection with the 
ripening of the ovum. The young ovum (15th to 
the 23rd day inclusive) gave, in Pryll’s series, 71 
per cent, girls; in Siegel’s series 84 per cent, girls. 
The overripe ovum (2 days before to 9 days after 
the onset of menstruation), gave 86 per cent, boys 
(Siegel), and 82 per cent. (Pryll).— -Journ. Amer. 
Med. Assoc., p. 228. 


THE DIFFERENTIAL DIAGNOSIS 
OF THE ACUTE ABDOMEN.* 

By CAPT. E. C. HUGHES, F.R.C.S., 
Assistant Surgeon to Guy’s Hospital. 


Gentlemen, —The diagnosis of acute abdominal 
conditions is arrived at by deductions from the 
various symptoms and physical signs. It is 
extremely important from the point of view of 
prognosis, not only to make a correct diagnosis, 
but also to make it at the onset of the symptoms, 
so that we may at once proceed to deal with the 
illness, whatever it may be, and in whatever way 
it may be necessary. 

The diagnosis, as a rule, becomes more and 
more obvious the longer the disease has been in 
progress, but in acute abdomens, the majority of 
which need immediate operation, the prognosis 
becomes worse the longer operation is delayed. I 
thought it would .make the subject more interesting 
if I dealt with it from a clinical point of view, and 
I am going to ask you to imagine that we have 
been called to see a patient who had been suddenly 
seized with the three initial symptoms of acute 
abdominal disease, i. e . severe pain in the abdomen, 
shock, and vomiting. 

These three symptoms are met with in a more 
or less marked degree in any intra-abdominai 
catastrophe, e. g. perforation of hollow viscus, intes¬ 
tinal obstruction or thrombosis of the mesenteric 
vessels, etc., and also in other conditions which 
may or may not have their seat in the abdomen* 
e . g. biliary, renal, intestinal, or lead colic, ptomaine 
poisoning, acute gastritis, the onset of pneumonia* 
the onset of uraemia, gastric crises of tabes, etc. 

I think it wise in all these cases to remember the 
“ gums and jerks,” so as to negative at once the 
possibility of lead colic and tabetic gastric crises^ 
But we must remember that the blue line of lead, 
poisoning, or the altered and absent reflexes of 
tabes do not prevent the patient from also having, 
an acute abdomen. 

I remember a batch of 4 cases some years ago 
admitted with the diagnosis of lead colic; two of 
these cases were perforated duodenal ulcers* 
and a third was an acute obstruction of the large 

# Clinical lecture delivered at Guy’s Hospital. 
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bowel supervening on a chronic obstruction due to 
a growth of the splenic flexure. So we must go 
warily before labelling an acute abdomen lead colic 
or a tabetic crisis. 

The patient, who may be recovering from the 
shock of the onset of symptoms, will at once draw 
attention to the position of his pain. The pain of 
an acute abdomen is at first referred to the um¬ 
bilicus, but later on to that part of the abdominal 
wall which overlies the damaged viscus. The pain 
of a perforated gastric ulcer will be in the epi¬ 
gastric region, of a duodenal ulcer in the same 
region, but to the right of the mid line, of an 
appendicitis in the right iliac fossa, etc. 

As regards the shock, I shall say no more than 
that it may be so marked that the patient may die 
from it, or so slight that it may pass unnoticed. 

Then, glancing at the face, if the abdominal pain 
be intense, he will have an anxious expression, and 
if the symptoms have been in progress for some 
time, he will have a typical abdominal face—sunken 
eyes with dark circles about them, a pinched face, 
and a livid colour. 

But if the pain be not severe, or if he be observed 
in the interval between paroxysms of pain, the 
expression may be placid, or if the temperature be 
raised there may be a flush on the cheeks. As a 
rule, the plain is continuous in peritoneal inflam¬ 
mations or irritations, e. g . a perforated viscus, and 
intermittent in an obstruction. 

The temperature is raised in an initial inflamma¬ 
tory region in the appendix or pelvic viscera, but 
not in an intestinal obstruction, nor in a perforated 
viscus until inflammatory products have been 
formed and are being absorbed. The respirations 
may be increased in rate, the alae nasi working 
briskly. This may be due to the distension of the 
abdomen increasing the necessity for rapid respi¬ 
ration, to a simultaneous disease in the chest or 
abdomen, or to respiratory disease, e. g. pneumonia 
beginning with marked abdominal symptoms. 

Then, again, there may be extreme pallor of 
the face, so marked that it may be difficult to 
differentiate between the mucous membrane of 
the lips and the skin around. This pallor in a 
woman may suggest the loss of a quantity of blood, 
the result of a ruptured ectopic gestation. 

Then with regard to the position and general 
appearance of the patient; he may be lying flat 
on his back with the hips and knees slightly 


fixed and the arms extended behind the head. 
This is the common position in which we find 
a patient with extensive peritoneal inflammation; 
or he may be restless, throwing himself about in 
his bed writhing with pain. Such symptoms 
are present when involuntary muscle fibre is 
working against an insuperable obstruction, e.g . 
in intestinal obstruction or biliary and renal colic. 

A woman suffering from a ruptured etcopic 
gestation, who has lost much blood, is very restless. 
This restlessness, with the marked and sighing 
respiration, are most important symptoms and 
indicate that an enormous amount of blood has 
been lost. 

Now let us pass on to the abdomen, and here 
we may find marks produced by applications for 
the relief of pain. The skin may be actually 
blistered, so hot have the applications been. We 
look, too, for the scars of previous operations. The 
importance of their presence is that the acute ab¬ 
domen may be due to some adventitious peritoneal 
band or adhesion obstructing a coil of intestine. 
Before making any other observation, we must 
rapidly examine the femoral and inguinal regions, 
so that the question of a strangulated hernia can 
be at once put out of court. A small strangulated 
hernia, particularly of the femoral type, has been 
time and time again overlooked, and the abdomen 
opened before the real cause of the trouble was 
found. 

And in some anomalous cases we may find a 
hernia present, but not suggesting by its feel 
I that it may be the cause of the obstruction; it 
may feel soft and slack, but I believe when one 
is present it should always be cut on first be¬ 
fore proceeding to the abdomen, because, as a 
rule, it will be the cause of the obstruction. 
Quite recently I did not observe this rule in a 
patient who had been obstructed for many days. 
Here the abdomen was enormously distended, 
with visible peristalsis showing under the thin 
abdominal wall. A large left inguinal hernia 
was present; it was quite soft except when a 
wave of peristalsis swept down it. I thought 
the obstruction was due to a growth in the 
colon, but at the operation I found it to be due 
to matting in the hernial sac. 

Having made certain that no external hernia 
is present, let us proceed to look at the abdomen. 

Distension ,, rigidity , and immobility .—First with 
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regard to distension, all stages between retraction 
and extreme distension may be met with. In 
the early stages of a peritonitis or an obstruction 
the normal is not much departed from, but towards 
the later stages there may be extreme distension. 
In small intestine obstruction, if high up, it appears 
late, and is not marked, but with large intestine it is 
early marked; further, when the large intestine is 
obstructed towards the rectum, the flanks as well 
as the central part of the abdomen are distended, 
while with the small intestine alone obstructed, 
the distension of the flanks is absent. 

In peritonitis, as a rule, the distension is not of 
a very high grade until death is imminent, and 
there are other signs, e.g. immobility and rigidity, 
present which point to the correct diagnosis. 

Apart from this general distension there may be 
a local prominence of the abominal wall, when an 
ovarian cyst, whose presence has never been 
suspected, suddenly undergoes torsion, and causes 
an acute abdomen. The cyst then becomes larger 
and tense, and, if not in the pelvis, will be detected 
as a visible, or, if not visible, as an easily palpable 
lump in some part of the abdomen. 

We may, while looking at the abdomen, see 
peristaltic movements of the intestines. Perhaps 
it is hardly fair to bring such cases under the 
heading of an acute abdomen, as it takes some 
time before the intestines can hypertrophy to such 
an extent as to be obvious through the abdominal 
wall. But still, there are many essentially chronic 
abdominal diseases, e.g. growths of the large 
intestine, which present themselves to our notice 
as acute intestinal obstructions. 

Then with regard to rigidity and immobility, 
again the normal may not be departed from, the 
abdominal wall being supple, and moving with 
respiration. It is particularly in an obstruction 
with no involvement of the parietal peritoneum 
that the abdominal wall is normal except for any 
distension that may be present. 

Now in peritonitis, whether local or general, 
there is a limitation of abdominal respiration in 
part or altogether, and the abdominal muscles 
overlying the damaged part are rigid. The rigidity 
and immobility are due to the effort to prevent 
any friction of inflamed or damaged coils of gut 
on one another, and on the parietal peritoneum. 
The two signs are very well seen in cases of 
perforated duodenal ulcer, where the patient has 


shortly before his perforation had a big meal, and 
then ejected it into his general peritoneal cavity. 
Here the abdomen is at once flat, absolutely 
immobile, and as rigid as a board. 

Percussion of the abdomen will detect any 
abnormal dull areas in the abdomen, e.g . a 
distended bladder or any ovarian cyst, but I use 
it chiefly to detect two points: (t) The presence 
of free fluid, as shown by the shifting dulness with 
changes of the patient’s position; and (2) the 
presence of free gas in the abdominal cavity, and 
this is shown by the early and absolute dis¬ 
appearance of the liver dulness. This sign is of 
great importance, but only where there is not much 
distension of the abdomen. For when there is 
much distension the intestines crowd out the liver 
and may prevent it from coming into contact with 
the abdominal wall. With regard to free fluid, 
whenever a viscus ruptures, the peritoneum is 
irritated, and as a result it pours out a copious 
fluid exudate, and at the operation this is seen 
by the enormous amount of fluid which escapes 
from the abdominal cavity, far more than could 
have come from the viscus itself. Unfortunately, 
the presence of free fluid is not evidence that 
we are dealing with a perforation, for any irritation 
of the peritoneum will cause this profuse out¬ 
pouring of fluid. Now a considerable proportion 
of obstructions are caused by peritoneal bands 
or adhesions, and these bands tie down a loop of 
bowel and obstruct it, and in so doing cause by 
their tight pressure intense irritation, with the 
result that a quantity of fluid is poured out and is 
shown by the shifting dulness. This is a very 
important sign in the diagnosis of the cause of the 
obstruction. If I meet with a case in a young 
adult, who is unlikely to have a malignant growth, 
and find free fluid, I confidently expect the case 
to be obstruction by a band, if tubercular peritonitis 
can be excluded, and operation generally proves 
it to be the correct diagnosis. This copious out¬ 
pouring of fluid is well seen in operations for 
strangulated femoral hernia, where, after dealing 
with the cause of the obstruction and reducing 
the bowel, an enormous amount of clear or blood¬ 
stained fluid may well up into the wound. Dressers 
assisting me at the operation have felt certain that 
I had opened the bladder, and only by soaking a 
sponge in the fluid and showing the absence of 
bubbling on adding sodium hypobromite have I 
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been able to convince them that it was peritoneal 
fluid and not urine. Free fluid is very likely to be 
present in malignant and tubercular peritonitis, 
which often begin as an acute abdomen. 

Constipation .—In peritonitis, if at all extensive, 
the intestines suffer from a gradually increasing 
paralytic distension, so that in spite of drugs and ! 
enemata no faeces nor flatus may be passed, and in j 
severe cases enemata may be retained, a sign of ! 
bad prognosis. Pelvic peritonitis, however, and 
peritonitis due to the pneumococcus may be accom¬ 
panied by diarrhoea. Now, with obstruction, the 
bowel above is contracting actively in its efforts to | 
overcome the obstruction, while below it is con- I 
tracted and collapsed. The effect of an enema is I 
frequently to produce an apparently normal action, j 
for it empties the bowel below the obstruction, I 
the gut not being paralysed. If the possibility 
of this occurrence be forgotten, a mistake may 
be made. A further enema would produce no 
result and afterwards no flatus nor faeces would be 
passed. 

Vomiting .—I mentioned this as one of the 3 
initial symptoms of an acute abdomen. After the 
initial vomiting there is, as a rule, a pause, after 
which the vomiting may or may not begin again. 
With progressing inflammation of the peritoneal 
cavity the vomiting becomes frequent and effortless, 
at first the contents of the stomach, and later on 
becoming biliary; it is very rare for it to become 
faeculent. While with obstruction there is the 
initial vomiting followed by a pause, after which it 
begins again, gradually increasing in frequency and 
amount, at first the gastric contents, later biliary in 
nature, and finally becoming faeculent. The higher 
the site of obstruction is in the intestine, the sooner 
does the vomit become faecal. 

Influence on respiration .—Distension of the abdo¬ 
men causes pressure on and embarrasses the 
diaphragm, and so the respiration will after a time 
be shallow and more rapid, and the patient may ! 
suffer from deficient aeration of the blood. The j 
diaphragm, if its peritoneal surface be inflamed or 
irritated from any cause whatever, e.g. a perforated 
gastric ulcer, will be thrown out of action in the 
same way as the abdominal muscles. If only one 
half is affected, that half will not move so freely as 1 
normally. Probably on this account the occasional 
difficulty in diagnosis arises between a lobar pneu¬ 
monia and a perforated gastric ulcer. 


Rectal and vaginal examinations made in a 
routine examination of an acute abdomen may 
reveal nothing or a great deal. If secondary to 
any disease of the female organs, enlarged tubes, 
inflammatory masses, or tumours may be felt. In 
general or pelvic peritonitis, or blood in the peri¬ 
toneal cavity, there will be great pain when the 
pelvic peritoneum is pressed upon. A nodule of 
new growth may be felt in the pouch of Douglas, 
and may suggest that the acute abdomen is second¬ 
ary to a growth of the intestine, with dissemination 
under the peritoneum. A gall-stone or a growth 
may be felt. When the examinating finger is 
withdrawn from the rectum it may have on it some 
altered blood or some abnormal material. The 
vaginal examination may detect a growth, a copious 
purulent discharge, or dark blood in the case of a 
ruptured ectopic gestation. 

Pulse-rate .—This is of extreme importance, not 
so much from the diagnostic point of view, but as 
an indicator to the progress of the disease. In 
any doubtful acute abdomen, when the question 
arises as to whether we are dealing with a colic, or a 
perforation, or an obstruction, half-hourly observa¬ 
tions of the pulse should be taken. A pulse- 
rate gradually increasing in frequency will indicate 
that something more serious than a colic is the 
cause of the acute symptoms. 

Te?nperature .—This is not of much importance 
at the onset of acute symptoms, only initial 
inflammatory affections causing a rise of tempera¬ 
ture, e.g. appendicitis and pelvic peritonitis, 
and the temperature seldom rises to more than 
ioi° F. I believe only one disease that we 
have to deal with as an acute abdomen has a 
higher temperature and that is pneumococcal 
peritonitis. This disease is frequently mistaken 
for a gangrenous appendix, but the high tempera- 
j ture, 104° F., as a rule, will be a safe guide to the 
correct diagnosis. The initial shock, if at all 
severe, is accompanied by subnormal temperature, 
but if the patient rallies from the shock the 
temperature rises to the normal. In the most 
severe types of acute haemorrhage pancreatitis the 
temperature remains subnormal throughout. 

Urine .—The urine should invariably be exa¬ 
mined, and if none has been passed, and cannot 
be passed, a catheter should be used to empty the 
bladder. Perhaps no urine can be drawn off, and 
if this is so it may suggest suppression of urine. 
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the acute abdomen being simulated by uraemia 
beginning with abdominal symptoms. Inability to 
pass urine may be due to an inflamed * organ in 
close proximity to the bladder, reflexly inhibiting 
it. After symptoms of an acute abdomen have 
been in progress some time, very little urine may 
be passed, because of a great loss of fluid by 
vomiting and in other ways. A distended bladder 
alone will not cause an acute abdomen, except 
in post-operative conditions; I met with a case 
where symptoms suggesting peritonitis begaq after a 
resection of the bowel for growth. In such cases a 
sharp watch is kept in view of the possibility of leak¬ 
age occurring at the anastomosis. Here pain and 
vomiting began, the latter increasing in frequency, 
and the abdomen was becoming distended. I 
inquired and was told that urine was being passed 
without any trouble. I operated and found a dis¬ 
tended bladder, which, when emptied by regular 
catheterisation, caused all the acute symptoms to 
pass away. In such cases, before resorting to 
operative measures, a catheter should be passed, 
whether urine is said to have been passed or not. 

Age .—At certain ages certain diseases are 
common. 

Obstructions .—Intussusceptions from 6 months 
to 3 years; strangulation by bands, 15-30 years; 
volvulus, elderly people; gall-stones, elderly fat 
females; growths, elderly people; strangulated 
external hernia, at any age, but uncommon in 
infancy and childhood. 

Inflammations. —Perforated gastric ulcers, 20-40; 
perforated duodenal ulcers in males of 30; appendi¬ 
citis, children and young adults up to 30 ; ruptured 
ectopic gestation, 24-30; inflamed female pelvic 
viscera in child-bearing age; diverticulitis of large 
intestines in fat subjects of middle age; pneumo¬ 
coccal peritonitis in children and young adults. 
And, finally, we shall rapidly examine other 
organs, particularly the lungs, the gums for a blue 
line, and the knee-jerks before we consider the 
diagnosis. 

Previous history. —In many cases there will be 
nothing unusual, the patient having been in perfect 
health up to the moment of the acute abdomen. 
With perforation of gastric or duodenal ulcers, 
there is, in the majority of cases, a history of pre¬ 
ceding indigestion, perhaps of short duration or of 
some months, and very frequently of the symptoms 
typical of such an ulcer. ’ I have seen on two 


occasions at least a previous history of indigestion 
lead a surgeon astray. Two women, *t. 26 years 
approximately, presented the symptoms of an acute 
abdomen, with no very definite pointer to its cause 
other than a previous history of indigestion. Both 
these cases were opened as if for a perforated 
gastric ulcer, but the presence of free blood in the 
peritoneal cavity showed ruptured ectopic gesta¬ 
tions. These cases are very liable to be confused 
with other types of acute abdomens, because 
so many of them occur in anaemic women, who 
have often been irregular in their periods, so 
that the special significance of the irregularity 
may be overlooked. Some cases of perforated 
duodenal ulcer are first operated on as if for 
appendicitis, because the fluid runs down into the 
right iliac fossa, being guided there by the ascend¬ 
ing colon, and causes symptoms indistinguishable 
from an inflammation of the appendix. In 
some cases there is grave doubt as to which is the 
organ at fault, and a previous history of indigestion 
of the typical duodenal type may put lis on the 
right track. With appendicitis, whose first symptoms 
as an acute abomen are due to involvement of the 
peritoneum, there is often a history of indefinite 
ill-health for a few preceding days. I suppose 
that during that time toxins are being absorbed 
from the inflamed mucous membrane. But more 
often we shall hear that there have been previously 
one or more attacks of abdominal pain, which the 
patients themselves may have disregarded, or con¬ 
sidered it to be an acute gastritis or a ptomaine 
poisoning. An important distinction between 
appendicitis and a peforated viscus is the sudden¬ 
ness with which the pain and other initial symptoms 
begin in the latter condition, while with the former 
the pain works up to a maximum. 

This leads us on to that type of case where sym¬ 
ptoms appear shortly after a large indigestible meal f 
and the question arises whether we are dealing with 
an acute gastritis, a ptomaine poisoning, or a perfora¬ 
tion of a gastric ulcer, or an appendicitis. In some 
cases two or more members of a family have had 
similar symptoms. Thus a husband and wife had 
a meal of steak and kidney pie and both were 
shortly seized with acute abdominal pain. The 
man was admitted and operated on for acute 
appendicitis and a gangrenous appendix was found, 
while the woman never came under treatment at 
all, her symptoms rapidly subsiding. I have seen 
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many cases of acute appendicitis where the patients 
have assigned as the cause some apparent indiscre¬ 
tion in diet, fish, unripe apples, etc. 

Then there is the question of a slight injury— 
I do not wish to refer to ruptured intestines—a 
boy falls down while playing, at once jumps up and 
goes on playing, or he falls off a chair and shortly 
afterwards an acute abdomen shows itself and he 
is found to have an acute appendicitis. Returning 
again to indigestion: in elderly patients who are 
operated on for an intestinal obstruction, due to a 
growth of the large intestine, there is a frequent 
history of indigestion for some months preceding the 
obsfruction. There may have been occasional 
vomiting and pain, but these symptoms are due 
to a gradually developing obstruction in the large 
intestine. 

And again, with gall-stones. As a rule there 
have been symptoms for many years of some type 
of indigestion, e. g. a flatulent dyspepsia, the 
symptoms being in reality due to gall-stones. 
Though stout females do not have the monopoly of 
these stones, they enjoy, I believe, the monopoly 
of intestinal obstruction due to the impaction of 
these stones in the small intestine. The patient 
may have lost weight in the preceding months and 
this may point to tubercle, malignant disease, or a 
chronic indigestion. In women we shall inquire 
for any irregularity of menstrual flow, which may 
indicate a ruptured ectopic gestation, for profuse 
and more frequent periods, which may point to 
some pelvic inflammation not necessarily of the 
generative organs, or for any foul smelling vaginal 
discharge. Then we shall want to know if there 
has been any abnormality in the appearance or 
shape of the motions; and particularly if blood has 
been passed. In infants it is sometimes extremely 
difficult to say whether the acute symptoms are 
due to an acute colitis or to an intussusception, the 
difficulty arising when no abdominal tumour can be 
detected. Inspection of the motions will, as a 
rule, differentiate between the two conditions. 
Both are blood-stained and contain mucus; the 
motion of acute colitis, however, contains faecal 
material, while of the intussusception there is none. 
There are not many conditions where a quantity 
of blood is passed, the only common one being malig¬ 
nant ulceration of the rectum. I am excluding 
typhoid fever, which sometimes assumes the picture 
of an acute abdomen. 


A rare type is a thrombosis of the mesenteric 
vein, and in this condition a large quantity of blood 
is passed per anum ; and if we are able to diagnose 
this lesion, which I doubt, it is only by this passage 
of blood. I do not think inquiries into the patients 
occupation will help us. For we may find that he 
is a worker in lead, and we shall be at once pre¬ 
judiced in favour of lead colic. But lead colic so 
severe as to simulate an acute abdomen is very un¬ 
common. 

Finally, it is only a careful consideration of the 
symptoms, the history of the attack, and the 
previous history, together with a routine examination 
of the organs, which will prevent mistakes in dealing 
with the acute abdomen. When we meet with 
an anomalous case we must be careful to bear in 
mind the possibility of tubercular or malignant 
disease. 


Extra-ocular Pressure and Myopia. By Islay 
B. Muirhead, M.D. London: John Bale, 
Sons & Danielsson, Ltd., 1916. Pp. 96. 

This book has been written “ to call attention to 
facts militating against current views as to the 
effect of convergence on the length of the optic 
axis.” The author brings forward certain evidence 
from anatomy, changes in the apparent size of 
objects, changes in the definition of objects, and 
from aetiology. He does not mention, however* 
the action of the check ligaments and orbital 
aponeurosis, which play a prominent part in the* 
well being of the human eye subjected to conver¬ 
gence, as it generally is in the vocation of most 
people. With the author we dislike stereotyped 
views and theories on biological problems, yet, 
notwithstanding his ingenious arguments we think 
that he has not proved his case. 


Marching on Tanga. By Capt. F. Brett 
Young. Collins & Sons, Ltd. 6 s. net. 

Dr. Brett Young accompanied General Smuts in 
East Africa, and relates some wonderful and moving 
stories of that expedition. The war constitutes the 
thread from which, in an orderly sequence, these 
sketches of Africa, the land of contrasts, depend, 
and they are portrayed in a powerful and thrilling 
manner. Though surfeited with war literature, 
medical men will find this book quite out of the 
run of the military correspondent or tourist. 
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ON SYRINGING THE EARS. 

By THOMAS GUTHRIE, M.A., M.B., B.C.Cantab., 
F.R.C.S.Eng., 

Hon. Laryngologist and Aurist to the Liverpool Royal 
Infirmary and to the Royal Liverpool Country 
Hospital for Children, Heswall. 


Few surgical instruments are so often employed, 
when they are not only useless but even harmful, 
as the ear syringe, and this must be my apology 
for a short paper on so commonplace a subject. 
If further excuse were needed one might add that, 
simple measure as it is, the art of efficient 
syringing is not acquired without some practice, 
and the knowledge of certain principles which do 
not come to all of us by nature. This fact was 
illustrated recently by the case of a soldier who 
was referred to me for an opinion on the condition 
of his ears. He complained of deafness, for which 
he had been invalided from France, and stated 
that before returning to this country he had spent 
two months in a hospital, where his ears had been 
syringed daily (presumably by an orderly) without 
benefit. Examination showed a large plug of wax 
in each ear, after removal of which his hearing 
became normal. In this case the treatment had 
not only been correct, but carried out with ex¬ 
emplary perseverance ; art alone was wanting. 

How often is one told by sufferers from chronic 
-middle-ear catarrh or nerve deafness that they have 
already consulted a doctor, who syringed their 
ears, but “nothing came out,” and the hearing 
was no better. Here the treatment, although use¬ 
less, was at any rate harmless. But this is not 
always so. Patients with chronic suppurative 
otitis media not infrequently date the onset of 
their otorrhcea from a syringing of their ears. In 
some of these cases the syringing has been accom¬ 
panied and followed by violent pain, and the 
patient not unnaturally infers that it has ruptured 
the drum. This is, of course, not the case. An 
open perforation has been present, the legacy of 
a past attack of otitis media, perhaps long for¬ 
gotten, and through this perforation the syringing 
has introduced septic material from the meatus 
into the middle-ear, with the resulting inflammatory 
outbreak. 

One hesitates to mention it, but it appears 
sometimes to be forgotten that, apart from the 


caloric tests for vestibular disease, the sole object 
of syringing the ear is to remove something from 
the meatus. If there be nothing to remove, 
syringing will certainly be useless, and may, as we 
have seen, lead to serious trouble. It seems 
reasonable, therefore, to protest against syringing 
of the ears by lay persons except under medical 
advice, and to enter a plea that in all cases 
syringing should be preceded by the brief oto- 
scopic examination, which will usually suffice to 
prevent the unpleasant occurrences to which 
reference has been made. Such an examination 
having established the presence of something 
which requires removal, either as a therapeutic 
measure, or in order to expose the tympanic mem¬ 
brane for diagnostic purposes, it is necessary to 
consider whether syringing will best attain the 
object in view. In the great majority of cases it 
will, but in a few some other method of removal 
must be employed, or the case left alone. Take, 
for example, the case of a smooth, rounded hygro¬ 
scopic foreign body, such as a bean or pea, lodged 
at the point of junction of the bony with the 
cartilaginous meatus. Syringing will probably not 
only drive such an object into the wider fundus of 
the meatus, but will lead to swelling by absorp¬ 
tion of water, and greatly increase the difficulty 
of the instrumental removal which will then be 
required. It is better to attempt to cause shrink¬ 
age of the foreign body by running into the ear a 
few drops of rectified spirit, and, given the neces¬ 
sary skill and experience, proceed later to instru¬ 
mental removal; and here, it may be remarked, 
that although no case of this kind, if left alone> 
suffers from a delay of reasonable duration, several 
are on record in which death has followed unskil¬ 
ful attempts at extraction. Again, a hollow foreign 
body, such as a small piece of pencil-case lying 
with concavity outwards, is clearly not to be dealt 
with by syringing. Further, syringing should be 
avoided in cases of traumatic rupture of the 
tympanic membrane. The meatus, when examined, 
may contain much blood-clot, and one is tempted 
to remove this by syringing in order to determine the 
presence and extent of the perforation. This is, 
of course, bad practice, as it greatly increaaes the 
the risk of infection of the tympanic cavity—a 
complication which may be of very serious im¬ 
portance, especially if rupture of the drum be 
associated with a fracture of the base of the skull 
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passing through the petrous and tympanic roof. 
In such cases the meatus should merely be closed 
with cotton-wool, and the ear left to look after 
itself. Healing will then often take place without 
infection occurring. Otitis media requiring active 
treatment may, of course, follow in any case, but 
it will almost certainly do so if the ear be 
“ cleansed ” shortly after the accident. Again, 
frequent syringing is to be avoided in cases of 
dermatitis or so-called “eczema” of the meatus, 
as the presence of watery fluids tends to increased 
loosening of the superficial epidermal layers, which 
are already sodden and deficient in keratin. In 
such cases the use of ointments or hygroscopic 
fluids, such as alcohol and glycerine, are both 
more rational and more likely to succeed. 

The value of syringing as a method, or part 
of a method, of treatment in suppurative otitis 
media has been much disputed. In the early 
stages of an acute otitis media with recent per¬ 
foration of the membrane and thin sero-sanguineous 
discharge, syringing is to be avoided, for the 
same reason that it is in traumatic rupture; that 
is, the risk of introducing fresh infective material 
from the meatus into the tympanic cavity. Later, 
when the secretion is abundant and muco-purulent 
or purulent, syringing may be required, both in 
order to prevent blocking of the perforation by the 
thick dbcharge, and in order to remove the latter in 
preparation for the instillation of antiseptic drops. 
Again, in chronic disease of the attic with perfora¬ 
tion of Shrapnell’s membrane, repeated syringing 
by means of the intra-tympanic syringe is occa¬ 
sionally required for the removal of epidermal 
scales (cholesteatoma) and secretion, and healing 
may sometimes be brought about by this means. 
In many cases, however, of chronic suppurative 
otitis media, especially those with large perforation 
and scanty secretion, syringing is best avoided as a 
routine measure for the reasons already mentioned 
in reference to meatal dermatitis, and should be 
carried out only occasionally to remove any dried 
secretion and scales which may have accumulated, 
reliance being placed rather on the use of anti¬ 
septic drops or the insufflation of powders. 

Removal of wax from the ears by syringing 
is usually so simple and safe a procedure that it 
demands only a passing reference. It should, 
however, be borne in mind that wax causes appre¬ 
ciable loss of hearing only when it is in contact with 


the drum or completely occludes the meatus. When 
neither of these conditions are present, removal 
of wax by syringing will not relieve deafness, and 
' may involve the risk of setting up an acute otitis 
| media should a “ dry perforation ” happen to be 
I present. If there be much wax it is, of course, 

| not always possible to foresee the presence of a 
I perforation, although the history of the case may 
I give some indication, such as the existence at 
j some time of chronic otorrhoea or the occurrence 
I of pain and discharge as a result of a previous 
! syringing. 

j The lotion used for syringing should be sterile, 
and should enter the ear as nearly as possible at 
! the body temperature. If either too hot or too 
I cold it may cause vertigo and nausea, or even 
| vomiting, in consequence of stimulation of the 
static portion of the labyrinth. The meatus 
should be rendered as straight as possible by 
drawing the pinna upwards, backwards, and away 
from the head, and the stream of fluid should 
usually be directed along the postero-superior wall 
of the meatus; but the best direction should 
always be determined by ostocopic examination, and 
this is, of course, especially important if the case 
be one of foreign body. Examination of the 
tympanic membrane after syringing usually reveals 
a red streak of congested vessels along the handle 
of the malleus, and spreading thence over the 
surface of Shrapnell’s membrane and on to the 
superior meatal wall. This appearance is, of course, 
transitory, and does not indicate any inflammatory 
condition. A drop of fluid is apt to remain in 
the deep part of the meatus in contact with the 
drum, and this must be removed before any con¬ 
clusion can be reached as to the state of the 
hearing. 

Brief reference may be made to the condition 
known as keratosis obturans, in which the meatus 
becomes blocked by masses of epidermal scales, 
which are tightly packed together, sometimes con¬ 
centrically arranged like the layers of an onion, 
and adhere firmly to the walls of the meatus. 
These masses are usually much more troublesome 
to remove than plugs of cerumen, but in some 
cases they may be got rid of by syringing alone. 
In others it may be necessary to syringe at several 
sittings, in the interval between which drops con¬ 
sisting, for example, of equal parts of alcohol and 
glycerine are run into the ear two or three times a 
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day. In certain cases, however, even these measures 
produce little impression, and it then becomes 
necessary, by means of forceps, probes, and hooks, 
first to loosen the mass from the walls of the 
meatus. As the latter is sometimes inflamed and 
exquisitely tender owing to otitis externa, the result 
of pressure and decomposition of the mass of 
scales, the' process may be not only tedious but 
painful, and should be undertaken only by those 
who are accustomed to intra-meatal manipulation. 
In children it is often advisable in these cases 
to give a general anaesthetic, as one is thereby 
enabled to do without pain at one sitting what 
would otherwise take weeks to accomplish, and 
entail much discomfort or even suffering. 

In conclusion, one may perhaps be allowed to 
reiterate the plea that lay-persons be discouraged 
from syringing the ears excepting under medical 
advice, and that syringing in all cases be preceded 
by an otoscopic examination. 


Tuberculosis. By Clive Riviere, M.D. i s. 
net. Staying the Plague. By N. Bishop 
Harman, M.B. is. net. 

Messrs. Methuen & Co. have added these 
books to their Health Series. In the former the 
nature of tuberculosis, its prevalence, sources and 
methods of infection are described. The influence 
of environment is dealt with at some length. A 
copy of the card issued broadcast in the United 
States and Colonies might with advantage have 
been included. The book is written in the 
popular style associated with the series. 

Mr. Bishop Harman deals with a difficult subject 
of the “ Hidden Scourge ” and its remedy. It 
requires considerable tact to write on this subject 
in plain language. About 30 pages out of a total 
of the 115, of which the book is composed, are 
occupied by the report of the Royal Commission 
and a commentary on it. The chapter on u Train, 
ing the Children,” perhaps the most difficult of all, 
is written with true sympathy. Both parents and 
head masters will do well to follow the sound 
advice laid down in it. A useful index is added. 


DERMOID CYSTS OF BOTH 
OVARIES. 


By JOHN CAMPBELL, M.D., F.R.C.S.Eng., 

Surgeon to the Samaritan Hospital for Women. 
Belfast. 


Dermoid cysts of the ovary occur at all ages. 
They have been found in premature infants and in 
a woman aet. 84 years. Their origin is, as yet, a 
debatable matter. They form about 10 per cent, 
of all cystic neoplasms of the ovary. The right 
ovary has been found affected in the majority of 
cases. Both ovaries are rarely affected. If we 
may believe statistics, only a little over 1 per cent, 
of all dermoid ovaries show the presence of a 
growth on both sides.* Dermoids of the ovary are 
often associated with sterility and are prone to 
cause localised attacks of peritonitis. When an 
ovarian dermoid suppurates it gives rise to a very 
troublesome abscess and discharges pus having a 
peculiarly disgusting odour. 

The following case is an example of the rare con¬ 
dition of dermoids of both ovaries and also illustrates 
some points in the history and in the treatment of 
the condition. A lady, aet 40 years, who had had 
one child 16 years ago and no abortions, com¬ 
plained of peculiar colicky pains in the right ovarian 
region at nearly every menstrual period. Other¬ 
wise her health was normal. On examination she 
was found to be tender about the vermiform 
appendix. She had a small cystic tumour, appar¬ 
ently of the left ovary, in Douglas 1 pouch. Her 
right ovary was felt near the pelvic brim and 
seemed to be normal. Abdominal section was per¬ 
formed on March 23rd, 1917, under ether given 
by Dr. Malcom Brice Smyth. The left ovary was 
found to be cystic and prolapsed and was removed. 
The right was a little enlarged and had a fluctua¬ 
ting feel. The greater part of it was excised, 
leaving only a small amount of ovarian tissue. 
Both ovaries were found to be dermoid, the right 
being much smaller than the left. The patient’s 
symptoms were referred to the right ovary, 
which was not prolapsed, but which contained a 
deep-seated cyst, bounded all round by ovarian 
tissue, which it was stretching as it gradually grew. 
The right ovary was so nearly normal in appearance 
that it was nearly being left behind. Its tense 
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cystic feel and the fact that pain was referred to the 
right side led to its condition getting more atten¬ 
tion than it, at first sight, appeared to deserve, 
and fortunately to its removal. The vermifortp 
appendix contained some faecal matter and was 
removed. The patient made an excellent recovery. 


Toxic Effect of Emetine Hydrochloride- 

Emetine hydrochloride has been used by Johnson 
and Murphy in 142 cases of endamebic dysentery. 
They have found its use, results and dangers some¬ 
what analogous to those of salvarsan in syphilis. 
Two men died under treatment from peculiar con¬ 
ditions unconnected with the disease. In the 
fatal cases there were : (1) Inability to swallow 
after food had reached the oesophagus; (2) 
hepatisation of the lungs, and (3) rapid and uncon¬ 
trolled action of the heart. Both patients showed, 
at first, a general motor weakness affecting particu¬ 
larly the muscles of the back of the neck, with a 
tendency for the head to fall forward. One case 
showed decided cardiac signs, possibly attributable 
to failure of vagus control. These cases were 
treated with emetine, particularly during the acute 
stage*of the disease, and received in all 23^ and 
25 gr. each. In 5 cases there were untoward 
symptoms somewhat similar which disappeared 
promptly when medication was stopped. 

The writers’ method of administration is as 
follows : £ gr. daily, increasing | gr. per day until 

I gr. is given, continued until 8 gr. have been 
given. With the emetine, bismuth subnitras in 
large doses is given. For the succeeding 10 days 
colonic irrigations of 1 : 1000 quinine solution are 
given once or twice daily. If the stool is still 
positive a subsequent course of emetine, 1 gr. 
daily, is given for 3 days. The patient thus receives 

II gr., which is less than the single lethal dose 
. given by Sir Leonard Rodgers. This procedure 

usually suffices to free the stool from amoebae and 
cysts. Occasional cases require a third course? 
which is not instituted until after a sufficient lapse 
of time, and not then, if asthenia or special contra¬ 
indications exist, that is, motor weakness, irregular 
heart action, nervous exhaustion or irritative 
diarrhoea. In view of these experiences advise 
emetine in protracted cases especially .—Journ 
Amer. Med . Assoc., p/313. 


Inoipient Scurvy.— D. J. M. Miller’s attention 
was first drawn to the existence of a type of mild 
or incipient scurvy, without the well-known stereo¬ 
typed symptoms, in the following case: A child, 
aet. 18 months, had been ailing for several weeks 
with fretfulness, loss of appetite and sleep, failure 
to gain weight, and slight, irregular fever. Thfese 
symptoms were attributed to teething, but no teeth 
were erupting. No digestive disturbances were 
apparent, nor could evidence of tenderness on lift¬ 
ing or moving be discovered, unless fretfulness on 
being disturbed could be so explained. The knee- 
jerks were exaggerated. A careful examination of 
the gums showed them to be perhaps a little dusky, 
but there was no bleeding or sponginess. There 
were no petechiae. The infant was taking a high 
grade, commercially pasteurised milk, with the 
addition of 4 tablespoonfuls of a proprietary 
preparation of dextro-maltose. This preparation 
was stopped, and orange-juice and potato given. 
In a week the child was well, establishing the 
scorbutic nature of the illness. 

A child of 12 months was seen. The only 
symptom was crying, as if in pain, when rolled over 
on its left side. Firm pressure over the upper left 
thigh seemed also to give pain. Careful search 
failed to show any other abnormality; the infant 
was, indeed, exceptionally healthy and robust. 
Inquiry revealed that the mother was pasteurising 
the already commercially pasteurised milk. Fresh 
milk and orange-juice were given. In a few days 
all symptoms disappeared. 

An infant, 9 months, had been fed upon milk 
prepared with peptogenic milk powder, upon which 
it had thrived. From the beginning of the eighth 
month it ceased to gain, becoming more and more 
fretful, with loss of appetite and sleep. These 
symptoms were attributed to teething, although no 
teeth were present. The only suggestive sign was 
some oedema of both lower limbs and, perhaps, 
slight tenderness on deep pressure over the spines 
of the tibiae. The urine was normal. Orange- 
juice and fresh milk were given and the peptogenic 
powder discarded. In a week all signs of disturb¬ 
ance had disappeared. 

A child of 10 months, fed upon a proprietary 
dextro-maltose preparation and pasteurised milk, 
did well up to 8J months. From this time, how¬ 
ever, it had ceased to gain, or gained only slightly. 
Anorexia then ensued, only half the amount of 
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food being taken. For the past two or three weeks 
there had been slight fever (100*5° F. at night), 
with fretfulness and sleeplessness. As usual, the 
symptoms were attributed to teething, as the two 
upper incisors were erupting. Careful investigation 
showed no other symptoms except exaggeration of 
the knee-jerk. On cessation of the malt food and 
giving fresh milk and orange-juice, the condition 
quickly became normal. 

Not one of these infants exhibited the classical 
picture of scurvy. Indeed, in two it would have 
been impossible to have classed as such but for 
the prompt recovery following the supreme test : 
namely, orange-juice or potato and change of diet 
—z. e. fresh milk. 

Although not exactly connected with the type of 
infantile scurvy now under consideration, it is well 
to remember that, even when the disease is pro¬ 
nounced, the course maybe altogether irregular; 
a pronounced symptom, or one that is usually 
perhaps late, may be an initial one, or for a time, 
or even throughout the whole course of the affec¬ 
tion, the only symptom. Haematuria or epistaxis, 
for instance, may be the only manifestation, and 
so may be anaemia, pallor, fretfulness, cessation of 
gain, etc.—signs which characterise particularly the 
incipient type of the disease. 

To Alfred F. Hess we are particularly indebted 
for the recognition of mild and incipient forms of 
the disease. He distinguishes two types of mild 
scurvy: one, which he denominates “ Subacute 
Scurvy,” characterised by incompletely developed, 
yet more or less familiar symptoms; the other, 
which he calls “ Latent Scurvy,” distinguished by 
stationary weight, pallor, anorexia, and a general 
want of well-being, quickly disappearing under 
antiscorbutic treatment. These mild and unde¬ 
fined types of scurvy are probably not uncommon, 
although generally unrecognised. They either 
continue to progress until they present the gross 
features of the disease, or else spontaneous recovery. 

That the boiling or sterilising of milk may cause 
the disease in susceptible infants is generally 
accepted, but Hess has shown that pasteurised 
milk can and does. In the discussion at the 
1916 session of the American Pediatric Society the 
trend of opinion was that, in spite of the undoubted 
benefit secured by the pasteurisation of milk, it 
was capable of producing scurvy. The bi-pasteur¬ 
isation of milk seemed to be the responsible factor 


in several of the writer’s cases—that is, the pasteur¬ 
isation at home of an already commercially pas¬ 
teurised milk. 

The “Capillary Resistance” test of Czerny may 
be of value in the diagnosis. It consists in placing 
a blood-pressure band about the infant’s arm until 
the 90 mark is reached and maintaining the pres¬ 
sure at the level for 3 minutes. The band is 
then removed, and when the blueness of the arm 
has faded, an examination is made for petechiae. 
Other points of assistance are increased knee-jerks, 
unusual pallor, oedema of the lower limbs, slight 
and irregular fever, indefinite tenderness, duskiness 
without haemorrhage or sponginess of the gums, or 
bleeding evidenced only by deep pressure or fric¬ 
tion of the gums, anorexia, failure to gain or slow 
gain in weight, and an unexplainable nervous ex¬ 
citability, fretfulness, and restlessness. Many of 
these symptoms are seen in a variety of infantile 
disorders; but when they cannot be otherwise 
explained, it will be wise to inquire into the dietary, 
and, if it is of a nature capable of producing scurvy, 
apply the test of specific therapy.— C/eve/and Med . 
Joum ., p. 541- 


Treatment of Writer's Cramp and Allied 
Affections. —D. Grahahi refers to the fact that 
sufferers from writer’s cramp think that nothing can 
be done for it, and soon learn to use a typewriter. 
Practitioners, by their disbelief in treatment, have 
done much to foster this state of mind. 

Writer’s cramp usually occurs in those who are 
somewhat neurasthenic, and who write in great 
haste from the wrist, using the hand and fingers 
almost entirely, and not combining the forearm and 
upper arm in the side-to-side movements, as they 
ought to do. The fingers, hand, and arm are 
generally perfect and powerful for every other pur¬ 
pose, sometimes unusually so. 

Treatment is largely a question of removing the 
fatigue, the over-excitation, and the irritability 
which accompany it, as well as a re-education. 
This involves a careful consideration of many 
things—the method of holding the pen, of forming 
the letters; the height of the desk and the position 
of the patient; the state of the eyesight, of the 
nerves and muscles, etc. Some patients require a 
long period of rest before commencing treatment; 
others can be kept at their writing and improve by 
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the following methods: They should be taught I 
how to hold the pen easily and not to grasp it : 
tightly, and be shown how to vary the methods of 1 
holding it, if they have not already found out for : 
themselves. Holding the pen between the fore ! 
and middle fingers is one of the best methods of ! 
relief. The penholder should be so large as to j 
afford a comfortable grasp, and may be of cork or | 
surrounded by a rubber pneumatic appliance at the j 
lower end. The pen should be neither too soft 
nor too hard, the point of medium size, and the 
paper neither too smooth nor too rough, in order 
that a proper resistance may be offered, so that the 
patient’s attention may not be distracted thereby. 
The height of the desk should be on a level with 
the forearm when the upper arm hangs free by the 
side. It is often advantageous to change the angle* 
of the paper from time to time, so that the patient 
may not get tired out from being too long in one 
position. Writing on a large book on the knees is 
sometimes easy, as it forms a good automatic tip- 
table instantly adjustable in any direction. The 
light should fall upon the paper in such a way as 
not to cast a shadow either from in front or on the 
right side. 

Fine complex movements that are the last 
acquired are the soonest lost. Therefore, re-educa- 1 
tion leading back to these should be gradually [ 
begun by teaching the patient to make long parallel ( 
lines from left to right, and sometimes also from i 
right to left. This is a good preparation of the j 
upper arm for freehand writing. After this the j 
patient should be taught to make whole lines con¬ 
tinuously of large fs t with wide interspaces, and 
also the reverse of these, with equally as large j 
spaces —nfs and ris. These may be done either ! 
slowly or rapidly so as to break up the habit that | 
the patient may have acquired. With improvement j 
and facility the letters should be gradually decreased | 
in size. The advantage of this is that it trains | 
upper arm and forearm to co-operate with the hand j 
in those movements necessary for easy writing. ' 
Later, a combination of letters and words must be j 
devised to get the patient over any special diffi¬ 
culties he may have. The word /egacy offers a : 
good combination for this purpose. After having ! 
made Ps for a while the patient can then practise j 
UUUle until it becomes easy; then k&legU'gleg con¬ 
tinuously until this can be done with great ease, 
and so on to the end of thf word. 


When the patient has become somewhat pro¬ 
ficient in writing, an excellent exercise is to write 
the capital letters of the English alphabet con¬ 
nectedly as far as he can. He can usually go from 
A to I without a break. Exercises of flexing and 
extending and separating the fingers, gradually 
increasing in vigour and duration, should be done 
thrice^ daily. For one predisposed to writer’s 
cramp these exercises form a good preventive. 

Careful and skilful massage of the fingers, hand, 
and fore and upper arm, and also of the upper part 
of the back, should be done daily for a while at 
first, and later every other day. It should not be 
that prevalent kind of massage which consists 
mainly of allowing the hand and fingers to slip on 
the surface, but deep and searching and gentle, 
without chafing the skin or bruising the muscles. 
Alternating with the massage every few minutes 
should be given resisted movements of supination 
of the forearm, of extension of the hand and of 
each finger separately. Much tact, skill, and prac¬ 
tice are required to adapt these resisted movements 
to the strength of the patient. These movements 
tend to restore a harmonious distribution of mus¬ 
cular effort by counteracting the motions that have 
produced the trouble .—Edinburgh Med . Journ ., 
p. 231. 


The Dietetic Treatment of Diabetes. By 
Major B. D. Basu. Panini Office, Allahabad, 
1916. Rs . 1/8. 

We reviewed the sixth edition of this work a 
short time ago. In this seventh edition there are 
no changes worthy of note. Major Basu regards 
diabetes as a manifestation of alimentary toxaemia, 
and for treatment relies on a purely vegetarian diet. 
The banana and cocoanut are the staple articles of 
diet. The only reference to fasting treatment is as 
follows : “ It is noticed that diabetic patients are 
improved by fasting. This fasting cure, of course, 
relieves alimentary toxaemia and so proves bene¬ 
ficial in diabetes. Hence the importance of 
starvation and purgation in diabetes ; there should 
be no indulgence in food.” 

In view of this treatment, now extensively under 
trial, it would be interesting if the author would 
adopt the method in combination with his dietary 
and state the result. 




290 


INFECTION OF SIMPLE FRACTURES. 


[ Clinical Journ. 


Infection of Simple Fractures.— At the 

Boston City Hospital, during the past 20 years, 

J B. Blake has seen 10 or 12 cases of infection of 
simple fractures, paralleling in intensity and dura- ; 
tion the infection which is still too common in 

1 

compound fractures. The number of fractures 
treated yearly at the hospital is very great, perhaps 
as great as in any hospital in the world. The 
cases come largely from the working classes. Con¬ 
ditions favouring sepsis are, therefore, common. 

Case i. —An elderly man, thin and rather 
feeble, was crushed in an elevator accident; the 
right humerus was broken and much comminuted ; 
the right arm was contused and scratched. On 
the day after admission his temperature began to I 
rise; on the 3rd day there were signs of an infec¬ 
tion of the arm, which was opened on the 4th day ; • 
there was a large amount of pus. He died on the 
6th day. 

Case 2.—A labourer, set. 50 years, sustained a 
fracture of both bones of the leg from a cave-in 
of a bank of earth. There were no scratches on 
the leg, but large blisters formed immediately. In ■ 
spite of careful cleansing, signs of suppuration | 
became evident, and on the 5th day required 
incision and drainage. Pus had invaded not only 
the muscles, but also the ends of the broken 
bones. After a long, tedious convalescence, lie 
recovered with an unexpectedly good result, though 
there was some overlapping of the fragments 411 d 
stiffness in the ankle-joint. 

Case 3.—A fracture of the os calcis was pro¬ 
duced by a fall in which a man landed squarely on ; 
his feet. No discoloration or scratches were seen 
on the skin, but pus formed on the outer surface 
of the os calcis and required incision and drainage ; 
good recovery. 

The other cases were, generally speaking, 
similar to Cases 1 and 2. One or more examples 
of this condition have been observed by G. H. 
Monks and F. J. Cotton. The condition does 
not appear to have been described in print. 

The cause is the entrance of bacteria through ! 
the skin, either by a scratch, or a hair follicle, or j 
by blebs and blisters ; rarely through the circu¬ 
lating blood, in a manner similar to that which 
probably takes place in acute osteomyelitis of j 
the tibia in a boy, after slight trauma. The fact 
that the general resistance of these patients is 
often diminished by hard work, age, alcohol, and 


other bad habits, and that the skin over the site 
of fracture is often very dirty, and that the 
bacteria upon the skin happen to be exceptionally 
active, combine t. produce infection. In many 
cases the tearing and crushing of muscle tissue is 
an additional factor, increased at times by rough 
handling in transportation. Altogether, this pro¬ 
duces an ideal culture medium for any bacteria 
which may enter through the skin or through the 
blood stream. 

The treatment is primarily preventive—more 
than usual care in cleansing the skin, and in the 
treatment of blebs and blisters. When suppura¬ 
tion is evident incision and drainage and the 
usual routine of the septic compound fracture 
treatment are indicated .—Boston Med . and Surg. 
y^ourn., p. 628. 


Common Diseases of the Male Urethra. By 
Frank Kidd, M.B., F.R.C.S.Eng. London : 
Longmans, Green & Co. 5 s. net. 

This book consists of a series of lectures delivered 
at the London Hospital which were published in 
the Clinical Journal, but are given here in a 
more extended form. Notes on clinical pathology 
of urethritis by Dr. P. N. Panton, Pathologist to 
the London Hospital, have been added, and 
also an appendix containing notes of 70 cases 
illustrating special points. The evidence of the 
Author at the Royal Commission on Mental 
Diseases is also given. The book is fully illus¬ 
trated and there is a complete index. It should 
be read by every practitioner who desires to be up- 
to-date. 


The Triangular Bandage. The Roller 

Bandage. By Howard M. Preston. 

London : John Bale, Sons & Danielsson, Ltd. 
1 s. net. 

The feature of both these books is the wealth 
of their illustrations. Each successive step in the 
application of either bandage is separately illus¬ 
trated. Mr. James Cantlie writes a short intro¬ 
duction to both books which form a complete and 
excellent guide to bandaging methods in first aid 
and nursing manuals. 
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